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NOW AVAILABLE! 
Three Wanted Yarns — 


Article No. 425— 
“AMAZON” Brand Crochet and 
Knitting Cotton for Bedspreads— 
Chairbacks — Luncheon Sets — Doilies, 
etc. Boil Proof—Natural Shade—425 
yard balls. 


Article No. 234— 


“BERKELEY” Brand Crochet and 
Knitting Yarn for Bedspreads—Chair- 
backs—Luncheon Sets, etc. Guaranteed 
Fast Color—19 Shades—325 yd. balls. 


PRE-WAR 
STANDARDS. 


Order as much 
as you need. 


Article No. 338— 


“COLORFAST” Brand Carpet Warp 
for Rugs—Mats—Holders—Bags—Run- 
ners, etc. Boil Proof—in 16 fast colors— 
250 yard cones. 400 yard cones in 
Natural only. 


Manufactured and distributed by KR & $4 >> 


HOOKER & SANDERS 


INCORPORATED 
FORTY WORTH STREET, NEW YORK 13,N. Y. 


PHILADELPHIA BOSTON 
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THE FIRST AIDE 


Free—New Art and Craft 
Catalog 


Send for vour copy of our booklet of art and 
craft publicati ons. A more convenient “portable 
bookshop” would be difficult to find. Here are 
folios and books on every aspect of arts and crafts, 
from design to cartooning, and from jewelry- 
making to block printing. Send your request to 


The First Aide, 1178 Printers Bldg., Worcester 8, 
Mass. 


A "One-Book"" 
Library of Easy-to- 
Make Projects 


CREATIVE ART 
CRAFTS, Book 2, by Pedro 
deLemos, is the answer to 
your handicraft needs for a 
publication that combines 
self-irstruction methods 
with three of the most 
interesting subjects in 
the handicraft field — 
Cardboard and Wood 
Craft, Cloth Craft, and 
Metal Craft. 88 pages, 
8 in full color make this 
an outstanding book- 
instructor. See enthu- 
siasm spread as patients 
choose the project best- 


suited to their abilities. Send $3.75 for your copy 
of CREATIVE ART CRAFTS, Book 2, to The 
Worcester 8, 


First Aide, 1178 Printers Bldg., 
Mass. 


Take a Folio Trip 
To Mexico, 
Handicraft Land 


MEXICO ARTS AND 
CRAFTS, a guide to Mexi- 
can handicrafts, brings you 
17 plates of pictures show- 
ing craftsmen at work, the 
completed projects, and 
ready-to-use outline de- 
signs originated by the 
skillful fingers of ancient 
Aztecs. Take your pa- 
tients on a tour of color- 
ful Mexico by introduc- 
ing them to the designs } 
and crafts that have 
been handed down 
through the generations {| 
since the first Spanish — 

landing in the new world. Order several Mexico 
trips today, they are only $1.00 each. Send to 
The First Aide, 1178 Printers Bldg., Worcester 8, 
Mass. 


A Complete Book Course 
In Jewelry Making 


Introduce a craft rich with occupational possi- 
bilities through JEWELRY MAKING AND 
DESIGN. Building for a future occupation means 


that muscle exercize and coordination take on 
new meaning, especially when the results are 
attractive pins, rings and other varieties of 


Jewelry. Send $8.95 for this book that has proved 
itself to be a complete course in jewelry making. 
The First Aide, 
Mass. 


1178 Printers Bldg., Worcester 8, 


Strengthen Fingers 
Through 
Leathercraft 


9 single plates and 8 double- 
size design sheets make this 
convenient portfolio easy to 
work with and to under- 
stand, for the inside of the 
cover gives complete in- 
structions for tooling 
and modeling. You'll 
find portfolio pages per- 
fect for shop work, 
enabling different pa- 
tients to use the same 
publication. See for 
yourself how easy it is 
to instruct in lacing, 
use of leather punch, 
wax modeling, and 
other aspects of leather work. Send $1.00 today 
for your copy of LEATHERCRAFT by Pedro 
deLemos. The address is The First Aide, 1178 
Printers Bldg., Worcester 8, Mass. 


500 Projects In Toy 
Craft, Paper Craft, 
And Relief Craft 


Bring this versatile book 
into your classroom as your 
first assistant, for here are 
over 500 projects, ready to 
be created by the patients 
in your wards and shops. 
Perfect for Christmas, 
birthday, and_ other 
family occasions when 
hand-made gifts mean 
so much more. Wide 
variety makes it possible 
to find the “right” gift 
and one that is right for 
the therapeutic needs 
of the craftsmen. Send 
$3.75 for your copy of 
CREATIVE ART CRAFTS, Book 2, to The First 
Aide, 1178 Printers Bldg., Worcester 8, Mass. 
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. . . for variety in your jewelry making program, 


have you considered buying your sterling silver in 


the form of circles, then doming them for buttons, 


earrings, and cuff links? 


SILVER FOR THE CRAFTSMEN lists the most popular 


sizes and gauges of circles, send for your copy today. 


HANDY & HARMAN, 
Craft Service Department 


82 Fulton St., 
New York 7, N. Y. 
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KEN-KAYE KRAFTS 
COMPANY 


Is Your O. T. Department and 
Hospital On Our Mailing List 


727 


Check With Us For Latest 
Information and Price On: ... 


FELTS—PLASTICS—YARNS 
LEATHER SUPPLIES 
WARPS — NEEDLES 
METALS 
ART SUPPLIES 
TEXTILE PAINTS—CLAYS 
TOOLS FOR ALL CRAFTS 


W. NEWTON, 65, MASS. 


SHELLCR AFT 
SUPPLIES 


Free illustrated wholesale cata- 
logue of Shell, Metal and 
Plastic Parts used in creating 
costume jewelry and novelties 
for therapy, hobby or business. 
Contains detailed instructions 
and designs. 


Dependable Quality 


Prompt Service 


Florida Supply House, Inc. 
413-419 12th Street, Bradenton, Fla. 
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HAVE YOU TRIED CARVOCAST? 


Carvocast, the perfect medium for carving, coloring and casting, has 


Step 1 
Trace outline 
on Carvocast 


block. 


THE AMERICAN 


1706 HAYES AVE., 


SANDUSKY, OHIO 


Step 2 


Carve with any 
convenient tool. 


proven of great benefit to therapists. 


Carvocast is a smooth, easily carved material. When dipped 
in water it becomes so soft and manageable that it can be 
carved with a pen point. When dry it is firm. 


Beautiful Christmas gifts can be 
made with Carvocast, such as ash 
trays, tiles, figurines, cigarette boxes, 
coasters. Can be colored easily. 


24 blocks to a carton 
$3.60 per carton. 
Step 3 
Paint and 
“finish”? with 
lacquer. 


a Send for FREE 
‘folder on Carvo- 
cast. Step-by-step 
Projects —‘‘Carv- 
and p 
Bases Out of Old’’ 

. special, 10c. 

Many other fas- 

cinating 

i the 


$1.00 Postpaid. 
Dept. OT-2. 


| CRAYON COMPANY 


NEW YORK 


SAN FRANCISCO DALLAS 


LEATHERCRAFT 
SUPPLIES... 


Fancy Leathers (whole or half skins or 


cut to measure). 
LINK BELTS—ready to assemble. 


SNAP FASTENERS—in matching colors. 


TOOLS DESIGNS 
LACINGS 


Sample cards are available on request. 


Write for one today. 


We will appreciate the opportunity 
to serve your leathercraft needs. 


E. W. KOYLE CO. 


Formerly W. A. Hall & Son 
212 Essex Street, Boston 11, Mass. 
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ART-CRAFT METALS 


Sterling Silver 
Nickel Silver 


Aluminum 


Copper 
Brass 


According to your requirements in 


Sheets e Circles e Blanks e Wire 
Ball Wire e Bezel Wire 


Especially for 
Occupational Therapy 
Jewelry Craft 


T. B. HAGSTOZ & SON 


709 SANSOM ST., Philadelphia 6, Pa. 
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SPECIFY 


American Handicrafts 
on your REQUISITIONS and BIDS to 


insure QUALITY SUPPLIES for your 4 


classes ... 
Art Materials 
Basketry 
Beadcraft 
Block Printing 
Books 


Braiding 
Casting 
Ceramics 
Cork 
Craftstrip 
Etching 
Felt 
Finger Painting 
Jewelry 
Leathercraft 
Metalcraft 
Plastics 
Stenciling 
Tools 
Weaving 
Wood Burning 
Wood Carving 
Everything for the craftsman 
80-page Catalog sent on receipt of 25 cents 
which will be refunded on your first order. 


AMERICAN HANDICRAFTS CO., INC. 


47 So. Harrison Street, East Orange, N. J. 
915 So. Grand Avenue, Los Angeles 15, Cal. 


Pre-Cut 


LEATHERCRART 
PROJECTS 


You will enjoy fine results and 
economy by using leather kits 
made by one of the oldest leather- 
craft supply houses. 


All Materials Guaranteed 


Write for illustrated catalog 
No. L-471 and wholesale price list. 


ROBERT J. GOLKA CO. 
400 Warren Ave., Brockton, Mass. 


HICKOK 


FLAT AND TOOTH AGATES 


BOOKBINDERS 
HAND TOOLS 


WRITE FOR CIRCULAR 


THE W. 0. HIGKOK MFG. CO. 


HARRISBURG, PA., U. S. A. 


LOOMS 


Hand or Foot Power 


WEAVING MATERIAL 


Roving Wools 
Carpet Warp — Rug Yarn 


BASKETRY MATERIAL 


Reed — Raphia — Cane 
Wooden Baskets and Trays 
Corkcraft Plastics 


ART MATERIALS 


Leather and Tools 


COPY OF OUR OCCUPATIONAL THERAPY 
SUPPLY CATALOG SENT ON REQUEST 


J, L. HAMMETT CO. 


CAMBRIDGE, MASSACHUSETTS 
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Human Emotions and Their Bearing on Tuberculosis 


By EMELINE PLACE HAYWARD, M.D. 


Consulting Psychiatrist to New York State Employment Service 
Member of Executive Committee, National Council on Rehabilitation 


Every human being has certain fundamental 
needs, which, if frustrated, lead to changes in 
the body's functioning and an increased suscep- 
tibility to illness. First of these needs are 
those for food, shelter, and clothing. I do not 
wish to minimize these needs but at this time 
I would like to emphasize others, less obvious 
and frequently overlooked. 

You all know that tuberculosis has a way 
of striking even in those families who are not 
sleeping in the park. There are some emo- 
tional needs that are not covered by food, cloth- 
ing, and shelter. Some of these have to do with 
one’s own opinion of one’s self. It is necessary 
for the human being to have some measure 
of self-approval. If he does not approve of 
himself at least to a certain extent, he cannot 
continue living. This is an actual need. He 
furthermore has to believe that someone loves 
him. The love does not have to be on a sexual 


Dr. Hayward’s article was presented in New York City 
before a meeting of the Association for the Rehabilita- 
tion of the Tuberculous and a meeting of the American 
Association of Medical Social Workers. 


level but he needs to believe that he is lovable. 
He will be in all kinds of difficulties if he con- 
siders himself unlovable. From these needs we 
can develop certain subsidiary ones. 

One of these has been called a “need for ill- 
ness.” On first thought, this expression seems 
sO strange One is apt to deny its existence. It 
would seem unlikely that anyone should wish 
to be sick as it is so painful. The need does 
exist, however, as a deformity which comes 
about when other needs are ungratified. A need 
for illness may therefore grow out of a job 
situation in which the sake of his pride is un- 
willing to let go. Or it may be economic need 
which keeps him at it. By not accepting his 
limitations and adapting his plans to them, 
however, he may keep himself in a situation 
where he is continuously under strain. Or the 
need for illness may result from the family 
situation. In one instance, where an individual 
is put under undue pressure by his spouse to 
function in a more aggressive way than is con- 
sistent with his personality, the conflict pro- 
duced may be resolved by a strengthening of 
the “need for illness.” There are those finan- 
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cial situations where, either due to general un- 
favorable economics or budgetary mismanage- 
ment, expenses consistently exceed income; the 
individual finds he is always one jump behind 
the bills; this can call out the “need for illness.” 
There is the inadequate male who, in marriage, 
just cannot rise to the role of the husband; 
he may flirt with the idea of becoming ill. In 
all of these situations in which the individual 
is under severe pressure, the unconscious will 
seek a way of relieving the pressure. This pre- 
pares the way for illness. 

This lecture is oriented around tuberculosis 
but it might as well be oriented around acute 
appendicitis or pneumonia. None of what 
I am saying applies only to tuberculosis. There 
are certain diseases which will develop in any- 
one who is exposed to them. In evaluating the 
unconscious need for illness, one would want 
to know whether the person went out of his 
way to expose himself, as in gonorrhea or 
syphilis, or whether in the line of duty he was 
in an area where he would be exposed to one 
of the more vicious diseases like cholera. In 
this latter instance one would exonerate the 
unconscious. In pneumonia, however, a per- 
son falls ill from an infecting organism which 
has been in his throat for years. We say his 
resistance to the organism was lowered but to 
fully understand it we should know why it was 
lowered at this time; in other words, what is 
the problem which the unconscious is trying 
to solve by aiding and abetting the reduction 
of resistance. When a person gets appendicitis 
he is not studied carefully psychologically. Once 
it is acute you don’t call in a psychoanalyst, 
you call in a surgeon who removes the appen- 
dix and that is the end of it. In psychiatric 
practice, however, one repeatedly gets the sto- 
ries of youngsters who leave home for the first 
time, possibly going away to college, and who 
develop acute appendicitis within the first 
month. After this is over they pick up and 
go on, some of the insecurity having been 
solved by the surgery and the postoperative 
care. There is a relationship between leaving 
the security of home and developing the ill- 
ness. Starting a new life, the youngster asks 
the questions, “Can I make the grade?” “Will 
they like me?” If the answers are uncertain 
or negative, illness is favored. 
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One cannot be too didactic about the specific 
choice of illness which the person will develop 
beyond suggesting that a disease will tend to 
hit that part of the body or organic system with 
the lowest resistance. Taking tuberculosis as 
an example, almost all of us have been infected 
with tuberculosis early in life. We have the 
minimal scars in our lungs which can be seen 
on X-ray, yet we never developed clinical tuber- 
culosis. There never were fever or any other 
symptoms. Somewhere along the line some fall 
ill with clinical tuberculosis. What has hap- 
pened to change this quiescent scar into active 
tuberculosis? The Board of Health says it is 
an “X” factor. I agree but think the “X” fac- 
tor is the unconscious need to escape into ill- 
ness. I don’t mean to deny the fact that tuber- 
culosis can be caught by direct contact when 
the person is subjected to massive doses. How- 
ever, evidence of such contact is lacking in most 
adult cases. 


I wish now to discuss the emotional reactions 
of the patient receiving the diagnosis of tuber- 
culosis for the first time. The first reaction 
may be one of depression. This is a realistic 
reaction. The patient knows that he must now 
give up many of the aims towards which he has 
been consciously striving or at least to postpone 
them indefinitely. To the extent that he an- 
ticipated conscious gratification from the even- 
tual realization of these aims, the doctor’s ulti- 
matum comes as a shock and disappointment. 
The diagnosis, therefore, means a disappoint- 
ment. Anxiety is also seen. People have been 
known to die of tuberculosis and the patient 
may think of this. Tuberculosis has a bad repu- 
tation, having been called the “White Plague,” 
and many people do not know that it is less 
dangerous than it once was. Another source 
of anxiety is the patient's fear of the commu- 
nity’s reaction. In certain communities, tuber- 
culosis is spoken about with horror and dread. 
In most instances, nowadays, this is not so, the 
diagnosis not being cause for whispered gossip. 
Both of these reactions, the oné of depression 
and of anxiety, can be exaggerated to the point 
where they are no longer realistic. The indi- 
vidual who remains in a state of fright or de- 
pression for weeks is reacting in a neurotic man- 
ner and needs to be treated on that level. Those 
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people need contact with a psychiatrist to find 
out why they are over-reacting. 

There is another reaction that one sees from 
time to time, that is one of guilt. It may occur 
in a person who was conscious of flirting with 
the idea of getting sick. The guilt reaction 
may occasionally be seen in those people who 
consciously and deliberately exposed themselves 
to illness, as was the case of the young girl who 
night after night came out of a hot bath in the 
winter and stood before an open window, toy- 
ing with the idea of catching pneumonia or 
tuberculosis in order to get even with her 
mother. In most instances, the conscious par- 
ticipation is much less evident. As a rule it is 
not even as obvious as neglecting to put on 
one’s overshoes. There may be, however, con- 
sciousness of a desire to get out from under 
pressure and this alone may produce a feeling 
of guilt. 

The necessary medical regime sets up another 
set of emotional reactions. Here is where the 
doctor is between Scylla and Charybdis. This 
is the kind of disease where the medical regime 
says, “Everything must stop now; you must take 
care of yourself; you can’t do any of those 
things you have wanted to do before.” This 
recommendation means a return to childhood 
when one had no responsibilities and others 
took care of one. In everyone there are traces 
of the child one once was, an “immortal in- 
fant,” who is not averse to assuming the de- 
pendent role if it can get loving care at the 
same time. If the individual becomes too 
settled in this role, he may not emerge from it 
a second time. The necessary medical regime 
plays right into the hands of the “immortal in- 
fant.” From a childhood situation he finds 
again the advantages of being a good child. 
He finds it is not so bad to have people bring 
him things, do things for him, say, “Look, you 
cannot concern yourself about where the rent 
is coming from. It will have to be taken care 
of by someone else. There will be food—don't 
worry.” It. is worthwhile emphasizing one 
thing at this point. No reasonably healthy 
grownup consciously desires illness just in or- 
der to be taken care of. The “need for illness” 
is an outgrowth of repeated frustration in at- 
tempting to handle complicated problems. The 
solution in illness is presented by the uncon- 
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scious. It is usually after the illness sets in 
that the individual will consciously settle for 
the benefits to be derived from the illness. 

Considering again the “good patient” who 
has settled down in the role of being taken 
care of, his medical man and his nurses are 
delighted because this attitude very much favors 
his recovery. Having spent a year in the hos- 
pital in this placid frame of mind, doing what 
he was told to do and not worrying, the patient 
comes to the point where his doctor says, “You 
are ready for three hours’ work a day.” Then 
one meets resistance of the “infant” who was 
getting along fine. The patient says, “But I 
might become ill again. I have to take care 
of myself.” It is at this point that the social 
worker must use all her ingenuity and cajolery 
to lead the person back to an adult attitude 
towards himself. Those people who had 
achieved a reasonable degree of maturity before 
the onset of the disease will lend themselves 
more readily to the rehabilitation process than 
those who were extremely immature to begin 
with. The degree of regression I have de- 
scribed should be prevented in both groups by 
introducing some kind of tasks having to do 
with family life as soon as the condition war- 
rants. A person at bedrest, for example, can 
clip menus from magazines, plan menus from 
magazines, plan menus or budgets, concern 
himself with the children’s lessons (if he is 
sputum negative and at home). If he is in the 
hospital with an active Occupational Therapy 
department he can make things for members 
of the family and in this way maintain a de- 
gree of responsibility. 


We turn now to the “bad patient,” “bad” 
in the sense that he rejects medical advice. 
He says, “Life is not worth living if I have 
to live that way, so I shall go ahead as I please.” 
This individual is actually doing something 
quite unrealistic. He says, “This is just a little 
bronchitis and whoever heard of going to bed 
these days?” Such a person can get into a 
serious jam before he can face reality. These 
people must be given a straight story on tuber- 
culosis and all the facts of treatment. Many 
people have a curious belief. that “the, worst 
cannot happen to me;. it can happen. to othets 
but not to me.” Such a-belief is: very unrealis- 
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tic. One sees it operating in 95 per cent of 
the New York City population as they cross 
the streets, assured that they could not be hit 
by taxis or trucks. Of course they can and 
they are. Such a person, when given the diag- 
nosis of tuberculosis, will reject it on the 
grounds that his pride will not permit him to 
believe that what has happened to other people 
can happen to him. 

In older textbooks on tuberculosis we find 
that most of the authors describe a special per- 
sonality change as part of the disease. It is 
described as “euphoria,” that state of well-being, 
of mild elation, wherein the person seems just 
slightly drunk most of the time. Some years 
ago I got curious about this. I never could 
understand how tuberculosis could produce it. 
In all my studies of tuberculous patients at the 
Montefiore Hospital, I never saw it. What I 
did see in certain people was an apparent 
“euphoria,” a cheerfulness as the doctor made 
rounds, a readiness to give a comic or bright 
answer as the doctor whizzed by. In talking 
to them individually, without the stimulus of 
the ward, this surface gaiety quickly collapsed. 
Each revealed a degree of depressive reaction 
which was realistic. One girl, for example, 
had had four major operations at the time she 
returned to the hospital; the lesion had spread 
to the other side, and nothing could be done; 
she could not be operated on again. The future 
for her was not bright. Having been in and 
out of hospitals for ten years, her reaction, as 
far as I could see, was perfectly realistic. She 
did not have much of a chance to lead a nor- 
mal life. She did think she had a chance of 
coming out after another cure, but she knew 
after that cure she would have to go on living 
a restricted life. In discussing this she was not 
unduly depressed. She was matter-of-fact and 
sober about it and tended to say, “Well, I would 
just as soon not think about it. I would rather 
just think about radio programs and things 
like that.” There is no characteristic emotional 
state that is part of the infection of tubercu- 
losis. The individual’s basic personality will 
determine his emotional state. 

As many of you are working outside of hos- 
pitals, I want to speak a little of post-hospital 
care. Every tuberculous patient should have 
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a very careful social history taken and the 
worker should study this to see whether she 
can spot where the pressures were in order zo 
avoid returning the individual to just that situ- 
ation which was responsible for his breakdown. 
Again, I agree with you that food, shelter, and 
clothing matter. If these were lacking, the 
deficiency must be supplied. The emotional 
stresses, however, will prove equally significant. 
Take, for example, a young man who had not 
yet found himself vocationally at the age of 30. 
He started out with a law degree, which was 
not the field for him. He was not doing well 
and he did not like it. He went to a voca- 
tional advisor and was tested and told he was 
a mathematical genius. In reality he was not 
a mathematical genius. He was much better 
than average, but below the genius level. I am 
emphasizing that because he decided to go in 
for actuaries, and only geniuses can make the 
grade in actuaries. This man started out to 
study for the actuaries examinations. He 
worked and worked, giving up all pleasures to 
focus his energies on his studies. All his eggs 
were in one basket. He felt that he was not 
young and that this was his last chance to prove 
himself. He took one examination and co- 
incidentally had an X-ray and was found to have 
an open lesion. Healed lesions had been seen 
for the previous ten years. This man in work- 
ing for the examinations did so with a feeling 
that he was not going to make the grade, that 
the work was really too hard for him but that 
he did not dare admit defeat. The diagnosis 
pulled him up short and forced him to stop 
trying what was for him an impossible task. 
He did fail the examination. Forced to re- 
adjust his ambitions, he set his sights at a lower 
level and, after recovery, started working for 
C.P.A. examinations instead. Since then, five 
years ago, he has carried a moderately heavy 
program of work and study and has had no 
relapses. One can ask, “How are you going 
to prove the connection?” That is always very 
complicated. One can’t prove the connection. 
One cannot, however, avoid the feeling that 
there is a connection when one sees instance 
after instance of individuals having the stage 
set whereby they need so badly to withdraw, 
and then having the illness strike. 

The social worker who is dealing with the 
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convalescent tubercular in the home has to 
take a maternal role. A lot of things she has 
to do belong to the mother’s role. The indi- 
vidual patient will keep calling on the social 
worker's maternal instinct even if the worker 
is aman. Maternalism is not a prerogative of 
women. Many men are better mothers than 
some women. In taking this role, however, 
the worker must bear in mind that she must be 
the mother who permits and encourages the 
children to grow up, the kind who keeps feed- 
ing responsibility to the individual in order 
that he can and will take on his own problems. 
The patient who is a tyrant in the home has 
to be shown what he is doing. The social 
worker must explain to him that he gains 
nothing in destroying the lives of those about 
him. The patient who resists mobilization on 
the basis of his unwillingness to handle adult 
problems, needs guidance on his problems. 
That frequently means that the social worker 
must draw from the patient a picture of his 
problems and then feed the pictures back to 
him in such a way that he recognizes them «s 
problems and can help plan a solution. 

The person who comes out of the hospital 


and starts his convalescence by going on a binge 
and from then on decides that, having relaxed 
on discipline, he does not have to go back to 
discipline at all, is difficult to manage. One 
needs to make him aware of the fact that he is 
courting another breakdown, and of his selfish- 
ness in inviting further illness. These people 
are best not handled with kid gloves but in a 
frank, straightforward manner. 

In eliciting and studying the social history 
one does not tell the patient that he became ill 
because he needed the illness, nor does one 
ask point blank why he became ill. The con- 
cept of unconscious drives is not one that the 
average patient can understand and therefore 
is best left unmentioned. Having gotten from 
the patient a clear idea as to the sources of strain 
to which he was subjected, he can be told that 
he will be better off in all ways if he avoids 
them. Even though you cannot say to a patient, 
“This is why you became sick” without risking 
antagonism, you can say, “This may help to 
make you sick again.” 

All medical social workers should learn by 
heart the ancient pronouncement, “Man cannot 
live by bread alone.” 


Joint Measurement 


By Sue P. Hurt, O.T.R. 
Director, Occupational Therapy Department, Washington University School of Medicine 


There are two primary purposes in measur- 
ing joint motion: to determine the degree of 
motion which can be accomplished in a joint 
by the active contraction of the governing 
muscles, and to determine the freedom existing 
at a joint by measuring the range through 
which it can be passively moved when all of 
the muscles are relaxed. 

THE TWO MEASUREMENTS MAY NOT BE 

THE SAME 

When there is sufficient muscle strength it is 
usual procedure to measure first the motion 
which the patient is able to activate. Finding 
this limited or weak, the patient is asked to 
relax while it is determined whether there can 
be further excursion of the part. 
MEASUREMENT OF ACTIVE MOTION SHOWS 

RANGE ACHIEVEMENT BY MUSCLE POWER 
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MEASUREMENT OF PASSIVE MOTION SHOWS 
FREEDOM EXISTING AT THE JOINT 

The patient should be as comfortable as is 
consistent with the position from which his 
muscles work best. It is reasonable to let bed 
patients retain the pillows to which they have 
become accustomed for support, provided they 
do not interfere with the measurement pro- 
cedures. If they must be removed they should 
be returned as soon as that area has been meas- 
ured so the patient will be relaxed and com- 
fortable for the remaining measurements. The 
body of the patient should be kept covered and 
warm for the same reason. 

When measuring for passive motion an 
assistant is usually needed to place the joint in 
position and to maintain it there while the in- 
strument for measuring is being placed. When 
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JOINT MEASUREMENT 


passive measurement must be taken of arthritic 
joints so painful that motion cannot be repeated 
or held for a second measurement, the assist- 
ant must know the exact motion to be per- 
formed, and how to support the position prop- 
erly. Motion should be carried through grad- 
ually and smoothly, and released with the same 
degree of control. The assistant’s grasp should 
be secure, but gentle and light from the moment 
of supplying support. If she appears unsure of 
her grasp, gives inadequate support, or con- 
tinually shifts her position, the patient will lack 
confidence and succumb to a natural tendency 
to “tighten up” in an effort to supply the 
protection himself. Grasp or support should be 


placed superior or inferior to the joint—never 
at or on the joint itself. 

When measuring active motion it is im- 
portant for the patient to know exactly what 
motion he is to perform, and he should under- 
stand that action must be localized in the par- 
ticular joint which is being measured. (Com- 
pensatory motion at other joints may interfere 
with accurate recordings, particularly when 
measuring the shoulder, forearm, back and hip.) 
In measuring passive motion the patient's re- 
laxation is more complete if he does not know 
what motion is to be performed for he is apt 
to try to aid in its accomplishment or to con- 
tract opposing muscles to protect the joint. 


SYSTEMS OF MEASUREMENT 


360° system 


360 
0 


180° 
ANATOMIC POSITION 


The angle between the two bones is measured. 
Examples below. (Shaded areas) 


FLEXION HYPEREXTENSION 


Angle decreases in flexion, abduction, pronation, 
inward rotation. Angle increases in extension and 
hyperextension, adduction, supination, outward 
rotation. 
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180° system 


180 


ANATOMIC POSITION 


The angle through which the bone moves is meas- 
ured. Examples below. (Shaded areas) 


FLEXION HYPEREXTENSION 


Angle decreases in return to anatomic position from 
any direction. Angle increases in dislodging from 
anatomic position in any direction. 
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JOINT MEASUREMENT 
INSTRUMENTS OF MEASUREMENT 


1. Terms applied to instruments 

a. Goniometer—instrument for measuring angles 

b. Arthrometer—instrument for measuring joints 

c. Protractor—instrument for measuring angles on paper 
2. Types of instruments 


a. Large instrument for all joints except those of the fingers and 
thumb 


b. Small instrument for joints of the fingers and thumb 


oniometer or 
arthrometer 


Note: Various types of both the large and the 
small instrument have been developed. Only one 


type of each is illustrated here. The figures 
small | shown on both instruments are placed so as to 
or protractor facilitate their use with both systems of measure- 


ment shown above. 


PLACEMENT OF INSTRUMENTS 
1. Large instrument 


a. Hinge or center of motion of instrument on center of motion in joint 
b. Immovable bar parallel with immovable bone 
c. Movable bar parallel with movable bone 


Nore: If the therapist holds the bars of the instru- 
ment between her thumbs and index fingers so that 
the fingers intercede between the instrument and the 
patient, she avoids pinching his skin, prevents the 
coldness of the instrument against his skin, and 
eliminates pressure which can interfere with mobility 


of the instrument or motion of the joint. 


2. 


Small instrument 

a. Angle apex directly over joint 

b. Rule regarding immovable and movable bars unimportant 

3. Placement in relation to motion 

a. Instrument may be placed and held while motion is performed 


b. Instrument may be placed after motion has been performed. (Often insures greater degree 
of accuracy ) 


READING OF INSTRUMENTS 
1. Large instrument 


a. Outer row of figures for use with 360° system, left side of body 
b. Middle row of figures for use with 360° system, right side of body 
c. Inner row of figures for use with 180° system, either side of body 


Note: It is helpful to be able to recognize 45° and 90° angles by eye. This facilitates reading 
the proper row of figures on the instrument, particularly when adjustments are necessary to 
conform to the principle regarding Angle Being Measured. (See Systems of Measurement) 
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2. Small instrument 
a. For 360° system—choose row of figures 
with 180° as anatomic position and moving 
toward 0° for flexion 


b. For 180° system—choose set of figures 


with 0° as anatomic position and moving 
toward 180° for flexion 


PRECAUTIONS AND AVOIDANCE 


1. Avoid inaccuracies in measurement 
By — having joint and parts forming joint uncovered and in full view 
2. Avoid variations in measurement 
By — follow-through on same patient, with same method, by same therapist 
3. Avoid measuring substitute motion at another joint 
By — stabilization (see NOTE) 
4. Avoid restriction from two-joint muscles 
By —relaxation at the joint not being measured 


Nore: Stabilization may be achieved by position only; manual stabilization by an as- 
sistant may be required. 


MEASUREMENT OF JOINTS THROUGHOUT THE BODY 


Nore: Average normals have been given for each joint. These can serve only as a guide as the 
normals for one patient will not always be normal for the next. Moreover, even the average nor- 
mals vary with different authorities. The most reliable indication of the normal for any patient 
is the measurement of motion in the unaffected joint on the opposite side (twin joint). 


212 AJOT I, 4, 1947 


Oe 
! 
ee | 
oo 
| 
9 90 6, 
~ - 60 40 
Bo © 
| 
| 
| 
| 


JOINT MEASUREMENT 


JOINTS OF THE UPPER EXTREMITY 
Joints—ALL JOINTS OF THE FINGERS (distal and 
proximal interphalangeal, metacarpophalangeal ) 

DISTAL AND MIDDLE JOINTS OF THE THUMB 

(interphalangeal, metacarpophalangeal ) 

Motion—FLEXION AND EXTENSION 

Position—forearm in mid-position, resting on 
table; or forearm held in air, elbow resting on 
table 

Placement—small instrument, on posterior surface, 
angle apex directly over joint 

Compensatory motion—none. However, support 
is helpful in localizing action. 

For flexion—support anteriorly the proximal 
bone of the joint being measured; support 
posteriorly the bone which is proximal to 
this. (Fig. 1) 

For extension—support posteriorly the proximal 
bone of the joint being measured; support 
anteriorly the bone which is proximal to this. 

Restriction—from long finger muscles—avoid by 
neutral position of the wrist, or by position most 
favorable to the given motion. (Note positions 
of adjacent joints in drawings. Wrist slightly 
hyperextended for thumb flexion.) 

Average normals 


Flexion 
360° system 180° system 
distal 100 80 
fingers middle 60 120 
proximal 90 90 
distal 90 90 
thumb 
middle 120 60 
Extension 
360° system 180° system 
distal 180 0 
fingers middle 180 0 
proximal 180 0 
distal 180 0 
thumb 
middle 180 0 
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Joints—PROXIMAL JOINTS OF THE FINGERS 
( metacarpophalangeal ) 

Motion——ABDUCTION AND ADDUCTION 

Position—forearm in pronation on table with 
palm on table 

Placement—large instrument—axis in position 
in which it falls when movable bar is in 
line with finger being measured, immovable 
bar is in line with finger next to it 

Compensatory motion—at wrist—avoid by 
keeping heel of palm firmly on table 

Restriction—none 

Average normals 360° system 180° system 
Abduction 25 
Adduction usually judged, not measured 


Nore: Adjust reading of goniometer to conform to 
principle regarding Angle Being Measured. (See Systems 
of Measurement) 

Norte: Instead of measuring for abduction, comparisons 
may be made by laying hand flat on paper placed on 
table and drawing the outline. 


Joints—PROXIMAL JOINT OF THE THUMB 
(carpometacarpal ) 

Norte: Wherever there is a difference in terminology 

applied to motion at this joint, both are given. 

Motion—ABDUCTION IN THE PLANE OF THE 
HAND extension (Fig. 2.) 

May be measured or drawn for comparison 
as described above for abduction of the fingers. 

Motion—ADDUCTION—any motion toward in- 
dex finger; adduction—return motion from 
abduction; flexion—return motion from 
extension. (Figs. 4 and 4a.) 

Judged and not measured; or measured as 
illustrated. 

Motion—DIAGONAL ABDUCTION abduction 
(Fig. 3.) 

Judged and not measured; or measured as 
illustrated. 

Motion—OPPOSITION opposition (Fig. 5.) 
Ability to approximate pad of thumb to pad 
of finger, with palm cupped without adduc- 
tion to the palm—flexion—accomplishment 
judged, not measured. 

Average normals 


Fig. 3 


Range between abduction in the plane of the hand, and adduction—60°-70° 
Range between diagonal abduction and adduction—35°-45° 
Opposition—accomplishment judged and not measured. 


(To be continued in next issue) 
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The Mental Hygiene Approach to 
the Handicapped Child 


WILLIAM M. CRUICKSHANK, Pu.D. 
Director of Special Education 


School of Education, Syracuse University 


For the past three decades there has been an 
increasing although sporadic interest in many 
aspects of the growth and development of 
physically handicapped individuals. This de- 
velopment has been in part accentuated and 
stimulated by the results of two wars. Compara- 
ble to the period following the first World War, 
we are again today having our attention rather 
dramatically focused on the needs of the physi- 
cally impaired individual. The publicity which 
the wars have brought to the handicapped, 
while unfortunate in its origin, has served not 
only to direct interest towards the handicapped 
veteran, but also to the large number of young 
children whose physical impairment is the re- 
sult not of war but of heredity factors, birth 
injuries, sequelae to illness, or traumatic injury. 

Because the period of active interest in the 
problems of the handicapped has been relatively 
short, and because the interest in this large 
group of people has been evidenced on the 
part of a relatively small number of professional 
workers, there is a great paucity of information 
pertaining to educational, psychological and 
social development of the orthopedically im- 
paired, the auditorially and visually handi- 
capped, to say nothing of the epileptic, aphasic, 
cardiac, tuberculous or other groups. This 
statement should not be construed as an apology 
or an excuse for lack of results with the handi- 
capped. Scientific information pertaining to 
the growth and development of normal chil- 
dren is of relatively recent origin. In addi- 
tion, the complete understanding of the psy- 
chological factors underlying the social and edu- 
cational development of physically handicapped 


Paper presented at the Conference on Mental Hygiene 
and Problems of Exceptional Children sponsored by the 
School of Education, Syracuse University, and the George 
Davis Bivin Foundation, Cleveland, Ohio, May 2-3, 1947, 
at Syracuse, New York. 
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children depends on an adequate understanding 
of the child by the educator from a medical 
point of view and that area of information is 
of even more recent origin. Far more than 
with the education of normal children, the 
curriculum, the psychological and social under- 
standing of the impaired child must depend 
upon an adequate medical insight into the na- 
ture of the physical condition. If anything 
has retarded the educational planning of the 
handicapped child, it has been in large meas- 
ure the fact that educators, psychologists and 
medical personnel have failed to trust each 
other in working on a common problem. For- 
tunately that situation is in large part a thing 
of the past, and we now frequently see educa- 
tionally and medically trained personnel work- 
ing in cooperative relationship seeking a solu- 
tion to a complex problem. It is the thought- 
less educator who feels that he can in terms 
of his own profession seek solution to the prob- 
lems of the handicapped and who fails to seek 
counsel of the orthopedist, otologist, the oph- 
thalmologist, or who fails to become aware of 
the research of the physicist. The education 
of the handicapped is in large measure based 
on the findings of the field of medicine, and 
when medicine fails to understand or fails to 
produce knowledge which can be used by the 
educators, education cannot go forward. Con- 
versely, when the educator fails to recognize 
the importance of the contributions of the 
medical research, education again is retarded. 
In understanding the handicapped many fields 
must meet in a common interest and in one 
accord attempt to develop a concept of mental 
hygiene and education to encompass the needs 
of the individual. 


It seems important that we develop a concept 
of the meaning of a handicap as the basis of 
the remainder of our discussion. It is obvious 
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with respect to the nature of the handicap that 
some deviations are to be considered perma- 
nent and others merely temporary; that some 
are completely remediable and others, being 
only partially amenable to treatment, are capa- 
ble merely of being minimized. We must 
recognize that some impairments involve indi- 
vidual growth and development and follow nor- 
mal growth trends. Other handicaps seem to 
relate to psychological factors and can better 
be described as adjustment problems. In the 
light of the best research we conceive of growth 
as a trend in development and on the basis of 
its rate we characterize it as accelerated or re- 
tarded. Likewise adjustment is conceived as 
the way in which an individual reacts in rela- 
tion to his environment and in different en- 
vironments. When the reactions of the in- 
dividual form an expected pattern we view 
them as his mode of behavior. Adjustment 
and behavior are therefore also to be thought 
of as developmental and progressive in nature 
beginning in infancy and never ending. It is 
in this light that we understand the tremendous 
significance of early childhood experiences par- 
ticularly as those early experiences are influ- 
enced not only by the usual stimuli directed 
upon the child from his environment, but by 
the added interposed factor of a physical im- 
pairment of some sort. The importance of 
finding the exceptional child and of beginning 
intensive programs of mental hygiene and cor- 
rective education early in the life of the child 
cannot be overemphasized. The responsibility 
of the State and in turn of the local commu- 
nity for the education of the physically impaired 
cannot be delayed until the age of five, but 
must begin at perhaps the age of one, two or 
three. The advantages accruing to a severely 
deafened child or to a child handicapped by 
cerebral palsy as the result of early remedial 
education and careful medical planning are le- 
gion. A markedly different product is ob- 
served in those instances where the resources 
of the educational and medical world have been 
brought to bear on the child early in his learn- 
ing experience rather than waiting until the 
customary legal age for school admission is 
reached. 

It should be recognized that a physical handi- 
cap may involve several different kinds of 
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iimitations.? First, the handicap itself may im- 
pose limitations which circumscribe the psy- 
chological and physical growth of the child 
and his concept of self. Secondly, as a result 
of physical impairment the individual may im- 
pose limitations upon himself, and these may 
be either bona fide limitations or may be the 
result of misdirected self-initiated thought or 
misdirected thought as the result of an impru- 
dent social milieu. Thirdly, society itself may 
impose limitations upon the individual who is 
handicapped. Let us consider each of these 
factors in detail, although in practical situa- 
tions it is difficult to separate the three for their 
interrelationship is great. 

Consider first the limitations which the 
handicap itself may impose on the many as- 
pects of growth and development of the child. 
In our understanding of normative growth 
and development we recognize the importance 
of stimulating all aspects of the sensorium. We 
bring into the experience of the child stimuli 
which will serve to motivate him visually, audi- 
torially, and tactually. We stress the impor- 
tance of experiences which will enhance his 
understanding of the world in which he lives 
and in which he is experiencing an adjustive 
growth process. These experiences involve 
the complete activity of the organism including 
sight, hearing and locomotion. Physical growth 
itself in terms of psycho-social phenomenon of 
adolescence is significant in adjustment. Our 
very definition of intelligence is conceived not 
only in terms of abstract intellectual functions 
of memory, comprehension, judgment, and the 
like, but also in terms of visuo-motor, audio- 
motor and tactual-motor activities. 1 am speak- 
ing now in terms of physically normal children 
as well as handicapped. When circumstances 
such as we have just noted prevail the child is 
considered to have a reasonably favorable possi- 
bility of effecting a satisfactory adjustment and 
of developing a concept of self which is in 
harmony with his capacities and the expec- 
tancy of society. 


A physical handicap may itself disturb and 
alter ncrmal growth processes and may inhibit 


"Helping the Exceptional Child in the Regular Classroom, 
Department of Public Instruction, Lansing, Michigan, 
Bulletin 315, 1941. 
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full understanding by the child of himself and 
of his environment. The concept of self in- 
volves the individual’s awareness of himself in 
relation to his environment. The normal child 
is propelled into his environment by means of 
what he sees through visual cues, of what he 
hears through auditory cues and through direct 
motor contact with things. If any of the 
avenues of reception or learning are impaired 
and if substitute and compensating alternatives 
are not immediately supplied, growth in per- 
sonality adjustment will deviate from that 
which we consider healthy. It is not merely 
the impairment of receptive processes which 
may impose limitations, but the research of 
Strauss and Werner and others have conclu- 
sively demonstrated the importance of minute 
central nervous system lesions in the psycho- 
pathological development of so-called exogen- 
ous children. 

Research has never demonstrated the per- 
centage of learning and of adjustment which 
depends on auditory cues. Create if you can 
a world for yourself which is devoid of audi- 
tory cues. In what manner is the self concept 
of a child disturbed who cannot understand 
meanings involved in the inflection of the voice 
of his parents, teachers and others, but whose 
entire responsive life is in terms of visual 
stimuli or vibratory experiences entering the 
organism by means other than by ear? In 
adolescence and adult life much of the expan- 
sive and creative aspects of the self are the re- 
sults of responses which we make to music and 
other forms of tone stimulation. What sub- 
stitute does the developing self concept have 
for the complete lack of such stimulation? 
Possibly more frustrating to the self concept 
than total impairment is the situation in which 
partial auditory reception is intact but not suff- 
cient for complete audition and in which the 
chi'd is forced to be content with partial re- 
cej tion of all stimuli or of stimuli represent- 
ing only certain sound frequency areas. 

Consider for a moment the limitations which 
an orthopedic impairment may entail. Much 
of the development of the personality struc- 
ture depends upon direct contact with situa- 
tions. The extent to which a child may insure 
the development of an extra-tensive personality 
depends upon the extent to which he is able to 
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control the physical environment of his daily 
experience. The cerebral palsied child, the 
child whose extremities are impaired as the re- 
sult of poliomyelitis, progressive muscular dis- 
trophy, or osteomyelitis, for example, is by the 
very nature of his physique limited in his con- 
trol of any situation in which he finds himself. 
The child whose lack of coordination results 
from a condition of cerebral palsy may find 
himself unable to walk, to talk intelligibly, to 
féed himself, to hold a pencil, or to stand, and 
thereby experiences from the very nature of the 
handicap itself severe restriction to the full 
realization of his motivations. Thus through 
continued frustrations the cerebral palsied child 
is forced to narrow and limit his goals of self- 
realization. The close correlation between 
limiting physical conditions and personality 
maldevelopment while not statistically demon- 
strable at the moment is known to those who 
work with handicapped children. A four year 
old child was referred to the Laboratory for the 
Handicapped in November. She was a child 
diagnosed medically as an athetoid cerebral 
palsy. A paraplegic condition, all extremities 
were involved. The child was carried to an 
examining room, strapped into a chair in a 
sitting position, and then with the assistance 
of her mother and a clinician an evaluation of 
her abilities was attempted. The child was 
withdrawn, shy, emotionalized, and deficient in 
almost every personality attribute which typi- 
fies the normal four year old youngster. Unin- 
telligible speech and faulty motor coordina- 
tion resulted in achievement and mental levels 
nearing the low grade mentally defective. Cer- 
tain factors in the situation prompted a recom- 
mendation of a trial period in a special school 
for crippled children where daily attention 
could be given primarily to the child’s physical 
condition. Such was done, and, although ad- 
mittedly somewhat unusual, in a four months 
period the child was walking without support. 
Granted that athetoid movements still prevailed 
in large part, nevertheless locomotion was and 
is*insured. The child is able to carry boxes, 
dolls, toys, and to go on simple errands as do 
other four year old children. She is able to 
come into contact dynamically instead of pas- 
sively with her environment. The limitations 
imposed by the handicap itself are in large part 
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removed and as a result marked changes in per- 
sonality, behavior pattérns, and mental level 
are to be observed. The organism is permitted 
to experience larger segments of its environ- 
ment with positive resulting effects on such 
tangible entities as mental age, social age and 
educational age. 

The close relationship which we have been 
discussing between physique and social develop- 
ment has recently been designated as somato- 
psychological. As in the older and more 
familiar term, psychosomatic, where we see a 
pathology of bodily function due to a func- 
tional condition of psychological origin, so in a 
somatopsychological situation we see psycho- 
logical maldevelopment and limitations result- 
ing from an abnormal physical condition. 

Moving to a consideration of the second 
phase of the problem, we turn to those limita- 
tions which the child may impose upon him- 
self. The limitations which the child imposes 
on himself are from the point of view of so- 
ciety unnecessary. They consist of adjustive 
mechanisms in the form of escape, withdrawal 
from social contacts, and self-pity, all of which, 
are paralyzing to the full development of thé 
personality. An examination was made of the 
autobiographical writings of twenty-six physi- 
cally handicapped authors.‘ These writers 
expressed on forty-two occasions seventeen 
different characteristics which represented mal- 
development of self in relation to the social 
situation. Feelings of inferiority were men- 
tioned six times, compensatory behavior was 
indicated five times. Fear, feelings of being 
mistreated, nervousness and anxiety, seclusive- 
ness, egotism, self-pity, feelings of frustration, 
aggressiveness against benefactors, paranoid 
complaints and others were mentioned on dif- 
ferent occasions as typifying the authors in 
their life situations. Studies by means of in- 
terviews, observations and reports of inform- 
ants rather consistently demonstrate that physi- 
cally disabled persons are more frequently mal- 
adjusted than physically normal persons. In 
many, but not a majority of such cases, the 


“Barker, R. G., Wright, B. A., and Gonisk, Mr., Adjust- 
ment to Physical Handicap and Illness, Social Science 
Research Council, Bulletin 55, 1946. 


p. 71. 
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maladjustment results from limitations to so- 
cialization and limitations to emotional nor- 
mality which the individual consciously or un- 
consciously places on himself. 

Several circumstances have been found to 
be correlated with maladjustments in phy;i- 
cally handicapped persons, although none of 
the correlations are exceptionally high. One of 
these factors is the duration of the disability. 
Where duration is great, the limitations im- 
posed on the personality by the handicapped 
become more apparent. Severity of disability 
is a second factor. The more severe the dis- 
ability the greater the tendency of the handi- 
capped to limit healthy  self-development. 
Changing degrees of disability, particularly 
changing from lesser to more severe disability, 
prompts increased self-imposed limitations. 
Such a situation is occasionally to be observed 
in cases of progressive muscular distrophy or 
in a recent instance referred to the Laboratory 
where poliomyelitis was superimposed on a 
long-standing epileptic condition. 

It is difficult to discuss self-imposed limita- 
tions apart from limitations which are imposed 
by society, the third factor to be considered. In 
large measure the two types of limitations are 
in a cause-and-effect relation to one another. 
The limitations imposed by society, as those 
imposed by the individual himself, are unnec- 
essary, and in addition, in a democratic society 
they constitute a breach in the philosophy to 
which we adhere. Although we mouth a demo- 
cratic point of departure, we as parents, teach- 
ers and citizens generally fail to provide an 
opportunity for cooperative democratic experi- 
ence or, by our very attitudes and behavior, 
create a situation which makes it impossible 
for the handicapped to experience success at 
his level and thus to participate in society 
within the limits of his capacity. 

An investigation® carefully completed some 
time ago deals with the problem of parental 
attitudes towards physically handicapped chil- 
dren. Through case studies, interviews and 
observations it was shown that many parents 
expressed attitudes towards their handicapped 


*Allen, F. H. and Pearson, G. H. J., “The Emotional 
Problems of the Physically Handicapped Child,” British 
Journal of Medical Psychology, 8:212, 1928. 
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children which could be considered as dis- 
tinctly harmful. Three attitudes which were out- 
standing were (1) inconsistent behavior involv- 
ing careful provision for necessary physical care 
coupled with resentment at the added burden 
this care entailed, (2) outright rejection of the 
child, and (3) overprotection of the child. The 
authors suggest that it is in response to such 
parental attitudes that difficulties in the be- 
havior of orthopedically handicapped children 
arise rather than as a counterpart of the dis- 
ability itself. It is not too difficult to see how 
children exposed to any of the three attitudes 
over any length of time would develop limita- 
tions to their personalities and to their con- 
cepts of personal worth which result in the 
maladjustments noted earlier. The handi- 
capped child is not in a position to evaluate 
the significance or origin of the attitudes ex- 
pressed towards him, and therefore in his ef- 
forts to maintain some semblance of personal 
equilibrium limitations are imposed by him 
which prevent him from meeting the full effect 
of the attitudes of society but which are at the 
same time highly restricting to further develop- 
ment of the self. 


Many examples of this situation are avail- 
able. Some years ago a child was accompanied 
by his parents and grandparents to a summer 
camp which I operated. The boy, seven years 
of age, was handicapped by a birth injury 
which resulted in gross motor retardation of 
the left extremities. His parents selected his 
cabin; his grandparents selected his bed and 
supervised its making. His leader was cau- 
tioned that under no circumstances was the 
child to go into the water, to be permitted in 
boats, or to go on extended hikes. Food, bed- 
time and multiplicity of other items were dis- 
cussed in detail. Irwin was a shy, retiring, in- 
decisive, spoiled child. The parents in their 
over-solicitous care of the boy were satiating 
their own unfounded guilt feelings in regard to 
the child’s birth history, and at the same time 
were daily presenting to the boy an attitude 
which was forcing him to create a highly re- 
stricted concept of his ability and self. Regu- 
lations and frequent letters kept the parents 
from the camp for six weeks during which 
time the child was, in spite of his physical im- 
pairment, taught to swim, was taught to sleep 
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on the ground, to row a boat, to wield an axe, 
to prepare his own meals, to wash dishes, to 
do a multiplicity of other relatively insignifi- 
cant tasks. The tasks were insignificant in 
themselves, but served to bring the child into a 
new understanding of his ability. More im- 
portant they were learned and performed in an 
atmosphere which was not restrictive in na- 
ture, but which was expansive. The setting 
in which the new learning took place stimu- 
lated learning rather than fostered develop- 
ment of self-protective limitations. 

Regardless of whether or not we like to ad- 
mit it, numerous studies show that an apprecia- 
ble minority of individuals verbalize attitudes 
towards physically handicapped persons which 
are openly negative. The evidence that is 
available to date suggests that deeper unverbal- 
ized attitudes are more frequently hostile than 
one of acceptance. The data at hand are quite 
clear that parents tend to be more extreme in 
their attitudes towards handicapped children 
than are parents of normal children. These ex- 
tremes in behavior follow recognized patterns 
of rejection, over-solicitude, urging accomplish- 
ment beyond the child’s abilities, and incon- 
sistent attitudes. Overt rejection, because it is 
socially unacceptable, is recognized in many 
cases, but is not as frequent as its compensa- 
tory device of over-protection. 


A very recent study® of 437 men and women 
who had undergone treatment for poliomyelitis 
and who were over the age of sixteen adds some 
significant facts to the present problem. The 
investigation revealed some interesting side- 
lights on the relationship between physical 
limitations and the capacity for social adjust- 
ment. It is very revealing that less than four 
per cent of the cases studied indicated that they 
preferred to associate primarily with other 
physically handicapped individuals, yet 76.9 
per cent of the men and 74.2 per cent of the 
women indicated that they were restricted in 
varying degrees insofar as their employability 
was concerned. The restrictive elements con- 
sisted of lack of specific training, experience, 
and the like for positions in which a physi- 


*Lowman, C. L. and Seidenfeld, M. A., “Psychosocial 
Effects of Poliomyelitis,’ Journal of Consulting Psy- 
chology, 11:30, 1947. 
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cally handicapped person might be employed, 
severity of disability, and employer's objection 
to the handicapped. In this situation a serious 
psychological impasse for the handicapped is 
immediately observed. In the individual's de- 
sire for a full expression of his motives he hopes 
to leave the sheltered workshop, the solitary 
employment experience, or other forms of as- 
sociation with handicapped persons and enter 
into the social world which is observable to 
him and about which he reads. When over- 
tures of this nature are undertaken, specifically 
in terms of occupation for example, he senses 
society's restrictions in the form of limitations 
to his activity and to the realization of his goals. 
When society places limitations upon him, 
limitations of a self-imposed nature resulting 
in inadequate personal development are the 
logical and expected result. 

An obvious statement should be reiterated 
before going further. Handicapped persons 
insofar as the basic elements of their personal- 
ity is concerned are not unlike non-handicapped 
persons. The same drives which typify normal 
children and adults typify handicapped chil- 
dren and adults. The needs for security, recog- 
nition, feelings of personal worth are to be 
seen in both the physically handicapped and 
the unimpaired. With this in mind consider 
the importance of the finding that in the group 
of poliomyelitis cases 39.5 per cent of those 
who were employed and 52.0 per ceat of those 
who were not employed indicated that they 
experience between only a fairly normal social 
life and no social life at all. Only 13.5 per 
cent of the unemployed and 18.7 per cent of 
the employed gave indications evidencing a 
completely normal social life. An investigation 
was made with reference to the most perplex- 
ing personal problems confronting the group 
of poliomyelitis cases. Of the unemployed 
group 43.2 per cent said that getting a job 
was their most perplexing problem, while an- 
other 46.2 per cent gave responses indicating 
that problems relating to social popularity, 
family relationships, health, fear of future se- 
curity, and the like were important. Of the 
employed group getting a job was no longer 
a problem, but 27.0 per cent expressed their 
most perplexing problem to be that of mone- 
tary income primarily due to the fact that in 
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spite of intelligence, education, and other fac- 
tors the handicapped typically hold low paying 
positions. Another 68.4 per cent expressed 
problems of health, social and family relations, 
and inferiority feelings. Twenty-one per cent 
indicated that fear of future security was the 
basic problem, for they know that in the face 
of economic changes being handicapped they 
will be the first to be released in a policy of 
industrial retrenchment. 

It remains but to point out that these basic 
problems are the results of an extraordinary 
situation in which, because of a physical handi- 
cap which has itself produced limitations, so- 
ciety has constructed serious barriers to full 
realization of the personal-social experience of 
handicapped individuals in that society. These 
in turn have caused problems of a deep per- 
sonal nature to develop which are drastically 
limiting to the self. That the significance of 
the somatopsychological problem is essentially 
one of social psychology is evident. 

The mental hygiene program for the handi- 
capped is not essentially different from any 
other program. As a matter of fact the attempt 
on the part of some educators to develop a 
highly specialized psychology for the handi- 
capped and thereby develop a special approach 
to hygiene problems has been one of the con- 
tributing factors in the all too prevalent mis- 
conceptions of what mentally and physically 
handicapped children and adults are capable 
of doing. The day is long since passed when 
we approach the physically handicapped with 
pity and indulgence. The time is come when 
pity must be submitted by basic understand- 
ing and indulgence by cooperative efforts to 
bring the handicapped into his social world 
in the same manner as efforts are made with 
normal children. While, because of the nature 
of the disabilities, it is important from the 
point of view of expediency that the children 
be educated together at a point where physio- 
therapy, occupational therapy, auricular train- 
ing, and sight conservation materials are avail- 
able, the educator who attempts to shield the 
child so placed under his direction is fostering 
maladjustments rather than alleviating them. 
With few minor exceptions, the physically 
handicapped child should be brought into con- 
tact with a normal, non-handicapped social 
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situation as early and as often as practicable. 

The medical, social, and educational prob- 
lems of the physically handicapped child, as 
we have pointed out earlier, are great. It is 
too much to expect that a parent or a teacher 
will be self-sufficient in handling all problems 
dealing with the development of such children. 
Therefore it is essential that medical interests, 
educational interests, psychological interests, 
and vocational interests concerned with the 
physically impaired individual coordinate their 
efforts in a common facility where parents, the 
handicapped themselves, and others can re- 
ceive guidance and understanding, not once, 
but continuously as the child develops and ma- 
tures. The educational program cannot be de- 
veloped satisfactorily without adequate psycho- 
logical understanding. The psychological in- 
terpretation of the child’s maturation levels 
cannot disregard the medical and physical prob- 
lems. In many instances the social worker, the 
visiting teacher or visiting nurse act as a liaison 
between one or another of the groups inter- 
ested. A program of mental hygiene for the 
exceptional child is founded on a close work- 
ing relationship between all the professional 
workers interested in the problem, and prefer- 
ably this coordination should take place in a 
single all-inclusive clinic arrangement. 

An additional important factor in a mental 
hygiene program is the time of inauguration 
of training. Neurology and psychology have 
often stated that what happens to the child and 
his personality very early in his life experience 
determines in large measure the flexibility to 
be achieved for adult adjustment. Orthopedic 
counsel points out that it is important to see 
that adequate physical control of the body is 
achieved before the age of six. The importance 
of the early beginning of auricular training and 
speech reading for the auditorially impaired 
has been noted by many in the field of otology 
and education of the deaf. Not to be over- 
looked is the early regard to the needs of the 
blind child. In a mental hygiene program, 
therefore, considerations of the physical and 
mental development of the child must be as- 
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sumed at a very early age and must dovetail 
to insure a healthy adult personality. 

Finally we have heard and read in the litera- 
ture pertaining to mental hygiene the impor- 
tance of the principle of recognition and ac- 
ceptance of feeling. To recognize with a child 
that a problem exists in his life experience per- 
mits that child to approach his difficulty in an 
expansive manner transferring some of the 
integral emotional factors from the self to the 
individual who has assisted in the recognition. 
This means that the child’s problem is drawn 
into a realistic setting rather than being re- 
pressed and avoided. More important than 
mere recognition of a problem is the acceptance 
of that problem into a setting which is socially 
approved. This means that the child's problem 
is not only realistically seen, but that it is ac- 
cepted as a problem which both the self and 
society can assimilate. In the positive social 
recognition of the problem guilt feeling coin- 
cident with repression cannot take place. The 
importance of this principle with the handi- 
capped is no more than with the normal child, 
but it is too infrequently practiced or under- 
stood in connection with children who have 
physical disabilities. As we look at a child 
confined to a wheel chair or crutches or who is 
receiving stimulation through artificial auricu- 
lar means, we all too often permit the emo- 
tional factor to become more important than 
the mental hygiene emphasis. We tend to 
want to do things for the child rather than to 
allow him to do things for himself. In adding 
emoticn, sympathy and an overabundant physi- 
cal assistance to the child we are merely adding 
to the feeling of frustration, repressed emotion 
and misunderstanding of his personal integrity 
and ability. Much more important is a con- 
sideration of mental health problems in the 
recognition that a problem exists and the fos- 
tering of a situation in which comiaon recog- 
nition of that problem can take place and then 
the acceptance of the problem by the immediate 
social environment in a manner which will 
allow the handicapped himself to understand 
and cope with it. 
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By early ambulation we mean exercising the 
patient beyond what is customary, following 
some damage to his health such as an operation 
or other illness. We must without choice, ac- 
cept such an unsatisfactory definition because 
of the word early. This obviously implies that 
in the past patients have been exercised or al- 
lowed to exercise at some time, but only after 
a period of inactivity. 

Early ambulation then implies activity on the 
part of the patient before the time that cus- 
tomarily has been generally’* allowed for such 
activity. Ambulation does not necessarily mean 
the use of complicated apparatus. It means 
simply activity. This activity may be given in 
bed or out of bed. It may be very passive ac- 
tivity such as sitting upright in bed, or in a 
chair. At other extreme, it may be a run on the 
treadmill or upstairs. To the layman, however, 
it means getting the patient out of bed earlier. 
Certainly this is an oversimplification. 

By early ambulation, we mean activity on the 
day of surgery or on the first postoperative day. 
Early ambulation is not a new concept. But 
like other points of departure in thinking or 
attitudes, it was not accepted at first. Only 
recently has it had wide application. In 1899, 
Emil Reiss'® of Chicago published a paper in 
the Journal of the American Medical Associa- 
tion, in which he reported excellent results in a 
series of cases. He compelled all of these pa- 
tients to walk on the first to the third day after 
surgery. As is so often the case with new atti- 


Note: From the departments of internal medicine and 
surgery, University of Illinois. Part of the work done 
under a contract with the Office of Scientific Research 
and Development with the University of Illinois. De- 
tailed experimental results are being published elsewhere. 
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tudes, his work became buried in the mess of 
tradition and custom and was forgotten. 

In 1907 and 1908 new attempts were made 
to revive an interest in early postoperative ac- 
tivity, but the idea took root only in Europe 
and South America.'* Only in the last ten 
years has there been any serious investigation 
along these lines in the United States. 

In retrospect, two facts make this delay in 
altered attitudes stick out like a sore thumb: 
the first is the fact that animals, postoperatively, 
are never quiet; the second is that children 
climb up the side of the bed as soon as the 
anesthesia wears off. Yet, in both groups, 
there are fewer than average number of com- 
plications. It was only in the sedate, adult 
human who knew better than to get up and 
walk around that we saw the preponderance 
of complications and long, weary convalescences. 
This applied particularly to the aged (those 
individuals in the sixth and later decades of 
life). As we said in view of these observations 
for which there were many explanations that 
were only partially right, it is odd that someone 
did not earlier make controlled studies of the 
role of activity on convalescence. 

It is not surprising that when the idea of 
ambulation finally made its way into the prac- 
tice of medicine there was a lack of apprecia- 
tion of exercise as a physiological stimulant. 
The attitude at first was the activity was some- 
thing that the patient was allowed to do. It 
was tolerated by many medical men but it was 
not thought of as a therapeutic device. 

We may then divide the studies on early 
ambulation into three periods: First, the period 
of passive acceptance by the medical profession; 
second, the period of over-all observation of 
its effect on the patient; and third, the period 
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of intensive well-controlled study of exercise 
as a physiologic stimulant whose metabolic 
ramifications have thus far defied definition. 

It is our intention to confine most of our 
remarks to the last phase and to show how 
this relates to the problem of the patient, the 
modern hospital and the occupational therapist. 

The first period mentioned above came to 
an end with a group of studies well outlined 
by Leithauser’* about 1937. The second period 
was the period of over-all observation of the 
patient. In the first period it had been found 
that there was no higher mortality in the am- 
bulated patients and there was no increase in 
morbidity or breakdown of wounds. The sci- 
ence of medicine had progressed to the point 
where infections were not feared as they were 
in 1900, and anatomical and physiological prin- 
ciples of repair were well known. 

By several well-controlled studies’ in this 
second period, it had been shown beyond a 
doubt that two of the most feared post- 
Operative complications were actually decreased. 
These were: First, venous thrombosis and its 
sequelae of clots becoming dislodged, often 
to cause death, and second, respiratory compli- 
cations often terminating in fatal pneumonias. 
These two complications were actually de- 
creased, and as a surprise to the doubting pa- 
tients, they felt better than the other patients. 
It was found that these patients in most respects 
seemed to get along better than bedridden 
patients. A mass of data was rapidly gathered 
in which it was shown that the concept of 
increased early activity could be extended to 
gynecologic patients,’» 1 16 13 obstetrical pa- 
tients,'® *° and massive abdominal surgery such 
as gastrectomies,!* * and under controlled 
conditions to some medical disorders.’ 1° 

It was from this second period that new 
concepts of convalescence were derived. Many 
studies done in this period showed that it was 
not a simple matter of getting the patient out 
of bed and saying to him, “Now walk.” It was 
found that there were many complex processes 
readjusting themselves in the patient. It was 
found that certain individual organs bore the 
brunt of onslaught in disease or trauma, and 
that repair, previously regarded as a simple 
process, was a complicated, circuitous, multi- 
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faceted, metabolic puzzle to the close observer. 
This period came to an end about 1945. 

The third period has been blessed by having 
as a backdrop important incidental discoveries, 
and with a detailed breakdown of contributing 
factors in the second period. The important 
incidental discoveries were the sulfa drugs, peni- 
cillin, streptomycin, and improved operative 
and medical techniques. Thus it is possible 
to practically ignore the old bogeys of infection, 
breakdown of wounds and fatal maladjustment 
of fluid balance. 


The detailed studies pointed to four contrib- 
uting factors to prolonged convalescence: One 
was surgery itself; one was the anesthetic re- 
agent; another was the customary period of 
starvation postoperatively, and the final dam- 
aging factor was the bed rest itself. Earlier 
studies did not differentiate these factors. 

Several studies * 1% *® had shown that some 
organs (especially the liver) were particularly 
damaged by anesthesia and surgery. Other 
studies® 1! had shown that some organs (no- 
tably the kidney) failed to sustain major dam- 
age, and that the kidney was back to normal in 
a short period. Studies on bed rest ** *% 
showed that bed rest alone without any other 
events, caused a variety of untoward reactions 
in a patient. It was found that the normal per- 
son placed at bed rest went into a negative 
nitrogen balance; his reaction time decreased; 
coordination decreased (especially propriocep- 
tive reflexes); blood volume decreased 10 to 
20%; heart size decreased; calcium balance be- 
came negative and there was an increased loss 
of certain vitamins from the body. These things 
occurred on bed rest alone with nothing at all 
done to the patient, and while he was fed a 
balanced diet that was adequate when he was 
ambulatory. Here then was evidence that bed 
rest alone was not only not beneficial but was 
actually damaging. It was found that the patient 
acquired tremors of the muscles if left in bed?* 
and that the period of time required for a 
muscle to return to its resting condition after 
exercise was lengthened following an operative 
procedure.”4 

In the fall of 1944 and continuing now un- 
der the directorship of Dr. R. W. Keeton, pro- 
fessor of medicine, Dr. W. H. Cole, professor 
of surgery, and Dr. H. H. Mitchell, professor of 
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animal nutrition at the University of Illinois, 
we undertook to evaluate methods of shortening 
convalescence, under a grant from the office of 
Scientific Research and Development. We felt 
that the patient might be divided into func- 
tional parts: The psychomotor factors, the car- 
diovascular system and the metabolic factors. 

Many problems were encountered. Even 
though we had a special ward with aircondi- 
tioned rooms and a relatively large staff, we 
found it was not easy to keep the patients 
under quantitatively controlled conditions. 
However, we gradually developed means of 
controlling the patients. It required approxi- 
mately 18 people to care for 10 patients. An 
entire separate metabolic laboratory was set up. 
Everything the patient ate was analyzed. A 
special diet kitchen was established and a spe- 
cial dietetic staff was employed. Our big ob- 
jective was control so precise that we could get 
quantitative scores on patients in all studies. 

One of the largest problems has been the 
adaptability of the human. The ordinary per- 
son is so adaptable that he requires a large 
damage or an exhausting test to prevent him 
from adapting to the test and thus making any 
differences in performances from one time to 
another. 

Another major difficulty has been motivation. 
It is difficult to make a patient want to do tests 
at all times with equal zest. On more than one 
occasion we have seen patients protest that 
some simple exercise was too strenuous, yet 
twenty minutes later pick up two suitcases and 
walk out of the hospital after having been told 
that they could go home. 

We cannot go into detail to report the tests 
used and the results obtained. However, we 
would like to describe in essence what was 
found. 

It was found that convalescence could be 
divided into two definite parts. One was the 
acute disruption of various functions immedi- 
ately after the procedures were done. This usu- 
ally corrected itself rapidly so that the patients 
were able to “get around” by the sixth post- 
operative day if the procedure was similar to 
herniorrhaphy. If it were a heavier operative 
load such as gastrectomy or cholecystectomy, 
then the period of recovery was prolonged. 

It was found that the psychomotor functions 
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such as memory, manipulative skill, cortico- 
retinal activity, and muscle strength returned 
to normal in one or two days. The cardiovascu- 
lar responses were slow in returning to normal, 
requiring six to ten days depending on the op- 
eration and the anesthetic. 

The metabolic functions were measurably 
damaged. In some cases, these changes were 
slow in appearing and slow in disappearing 
(e.g., protein changes). Liver damage appeared 
within an hour after the operation and disap- 
peared within six days for light surgery such as 
hernia repair, while for heavy operations, such 
as removal of the gall bladder, it persisted some- 
what longer and the changes were more in- 
tense. The two tests used for liver damage were 
brom sulfalein retention*® and urobilinogen ex- 
cretion.2* Many other tests, such as prothrom- 
bin time, were used, some of which were in- 
conclusive. Some factors of metabolism such 
as 17-ketosteroids*', bilirubin in serum’, choles- 
terol®, and creatine and creatinine*®, were with- 
out significant changes. Nitrogen balance be- 
came negative after surgery, and persisted until 
the patient took his full diet again, and some- 
times longer. 

What influence did ambulation have on these 
disturbances? Briefly, ambulation was found 
to be quite beneficial. Using a program of cal- 
isthenics, walking, and modified weight lifting 
before and after the surgical procedure was 
done, it was found that ambulation specifically 
benefited the patient. 


Besides the subjective effect of making the 
patient more comfortable and making him feel 
better generally, the patient underwent other 
changes; the amount of nitrogen loss was re- 
duced; the patient lost less weight; the cardio- 
vascular response was better, and the patient re- 
quired less nursing care. 


The exercise, of course, did not replace a good 
balanced diet, or good nursing care, but it cer- 
tainly benefited the patient in measurable ways. 
With the hospitals today overcrowded, and with 
hospital bed space at a premium, anything that 
shortens convalescence is valuable as a general 
aid in therapy. Thus ambulation bids fair to 
have important economic as well as therapeutic 
value. It makes possible the more rapid turn- 
over of hospital beds by shortening the appen- 
dectomy stay from two weeks to a few days, 
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the herniorrhaphy from two or three weeks to 
one week. The patient requires less care, is 
able to care for himself sooner, and is on his 
way back to work earlier. 

The ultimate objective is to get the patient 
back to work and back to his social and eco- 
nomic position as soon as possible. The mere 
discharge of the patient from the hospital does 
not do this. This, then, brings us to the fourth, 
as yet the completely unexplored phase of am- 
bulation in convalescence. What can be done 
to shorten the post-hospital invalidism of the 
patient? 

We know nothing of this period at the pres- 
ent time, except that it is often prolonged. It 
has definite psychiatric aspects® and it is prob- 
ably present even in mild transient infections 
such as a common cold.'® For the occupational 
therapist the future of ambulation is bright. 
Our group is only attempting to study a few 
fundamental characteristics and principles of 
exercise as a therapeutic device and as a physio- 
logic stimulant. 

It remains for the occupational therapist to 
take this material and devise means of exercis- 
ing the patient in likable, pleasant ways so the 
factors of motivation will be equaled or re- 
moved. Relaxing, entertaining exercises might 
be originated instead of the monotonous things 
we have used. Certainly everyone in small or 
large hospitals can participate in this since walk- 
ing, climbing steps or simple in-bed and out-of- 
bed exercises answer the purpose. 

It is possible to envision a time when the 
civilian patient will receive care in the hospi- 
tal and after leaving the hospital, from a group 
of people whose function it will be to return 
the patients to functional maximum with the 
greatest possible speed. Many steps have al- 
ready been taken in this direction. In fact, 
already the term “Orthogasia”'* has been given 
to this field. It means conditioning for normal 
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function. Thus, we see that a common, inex- 
pensive, easily attained therapeutic device, exer- 
cise, has definitely taken its place in modern 
treatment. 
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Exploring the Problems of the Cerebral-Palsied Child 


“Treat the child with cerebral palsy first as a 
child, then as a handicapped child, and last as a 
cerebral-palsied child,’ said Myer Perlstein, 
M.D., medical director of the Mandel Clinic, 
Michael Reese Hospital, Chicago, speaking at a 
conference on children with cerebral palsy that 
was held by the Children’s Bureau March 26-28 
at Washington. 

The conference was the first one of its kind 
in that it consisted of a small group of experts 
in various fields, each of which is important in 
the care and training of the cerebral-palsied 
child. The fields represented included pediat- 
rics; neurology; orthopedic surgery; nursing; 
physical therapy, occupational therapy, and 
speech therapy; medical-social work; psychiatry; 
psychology; and special education. These pro- 
fessional workers met to pool their experience 
in preparation for a major effort by the Chil- 
dren’s Bureau and the State crippled children’s 
agencies to help cerebral-palsied children, of 
whom it is estimated that there are 175,000 
under 21 years of age in the United States. 

It was pointed out at the conference that up 
to now little help has been available to any 
considerable number of these children, many 
of whom though normal in mentality cannot 
walk or talk, cannot dress and undress them- 
selves, and of course cannot learn to sup- 
port themselves in adulthood after they are 
grown up. 


Many Wrongly Thought Deficient 


Many of these children are entirely neglected. 
Many whose handicaps are entirely physical are 
wrongly considered mentally deficient and are 
in institutions for the feeble-minded. Some 
are kept at home, but are hidden from neighbors 
and other persons. Many of these children, it 
was agreed, could lead happy and useful lives 
if only the services they need could be pro- 
vided for them. 


The special purpose of the conference was to 
review the needs of these children; to explore 
methods for providing special services to them; 
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and to formulate principles, policies, and stand- 
ards that may serve as a guide to State agencies 
in the development of these services. 

Several aspects of the special problems of the 
cerebral-palsied child were discussed, the medi- 
cal, the psychological, the social, and the educa- 
tional; and it was stressed throughout the con- 
ference that these problems can be met only 
through teamwork by representatives of sev 
eral professions. 


Individual Plans Needed 

The conference agreed that a thorough ap- 
praisal of each child’s condition is a necessity, 
and so is a plan of care developed individually 
for the child. 

After the members had discussed, in several 
sessions, methods of meeting the needs of these 
children, and principles and standards of service 
in meeting their needs, the conference was 
formed into four committees: (1) On admin- 
istration of services for cerebral-palsied chil- 
dren; (2) on the services themselves; (3) on 
facilities for providing these services, and (4) 
on personnel and training. Each of these com- 
mittees included a member of the Children’s 
Bureau staff. 

The committee on administration, reporting 
to the conference on development of a satisfac- 
tory program for cerebral-palsied children, 
called for special emphasis on locating infants 
and young children with cerebral palsy in order 
that they may be helped in getting a better start 
in life. 

In addition, the committee suggested that 
preliminary diagnosis or screening be done 
through field clinics in local communities; that 
each child’s case be reviewed in a central diag- 
nostic center for a thorough appraisal by a team 
of persons in the medical, psychological, educa- 
tional, social, and special therapeutic fields con- 
cerned with cerebral palsy. 

The committee on administration further 
suggested that State programs should provide 
all the necessary services. These were listed as 
medical, physical, occupational, and speech 
therapy; special education and training; and 
vocational education and training; also educa- 
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tion of the parents to help them in understand- 
ing the needs of their child and in trying to 
fulfill these needs. 

The need for a special advisory committee, 
including representatives of voluntary agencies 
and parent groups as well as the various pro- 
fessions, to advise the State agency operating 
the program for children with cerebral palsy 
was pointed out by the committee on admin- 
istration. 

Consideration was given to the need for over- 
all medical direction and for coordination of the 
proposed services. It was agreed that a pedia- 
trician with wide knowledge of growth and 
development and with neurological orientation 
would be well prepared to undertake such a po- 
sition, but that a physician with some other 
background in the children’s field, such as an 
orthopedic surgeon, also could serve effectively 
as director of these services. 

The same committee urged joint planning on 
services for the cerebral-palsied child on the 
part of State agencies—not only the official 
State agency responsible for crippled children’s 
services, but also other State agencies in the 
fields of health, education, and welfare. 

In addition, the committee considered the 
types of children to be admitted to such a pro- 
gram, and agreed that a State program should 
accept, at least for diagnostic services, all chil- 
dren with cerebral palsy, irrespective of their 
mental status. 

The types of services considered essential in 
a program for children with cerebral palsy were 
listed by the committee on services in its report. 
These are: Case finding, diagnostic services, 
treatment, recreation, education, vocational and 
social rehabilitation, and foster-home services. 

The value of home life for the child was 
stressed, and the committee recommended that 
services should be provided in the child’s own 
home as well as in treatment centers. 

For the child who has a good mentality but 
whose physical handicap is so severe as to pre- 
clude hope for benefit from treatment, custodial 
home care should be provided, this committee 
reported. In such custodial homes, said the 
committee, there should be opportunity for so- 
cial companionship, recreation, and music ap- 
preciation, as well as for education. 

It was agreed that the child with low men- 
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tality should, after he is carefully studied, be 
cared for in an institution for the feeble-minded. 
But before such a child is referred to the insti- 
tution he should be taught, insofar as possible, 
to walk and to feed himself and otherwise to 
make himself more easily cared for. 


Teamwork Most Important 

The committee on facilities worked in close 
cooperation with the committee on services, as 
it felt that actual physical facilities were of less 
consequence than the services that the program 
could provide. That is to say, the important 
thing is that centers for children with cerebral 
palsy be developed in such a setting as will 
allow for consultation with a variety of medical 
specialists and allied professional workers as 
may be needed to give the child his best oppor- 
tunity to develop. Such centers, it is hoped, 
will help to give the team of professional 
workers for the cerebral-palsied child a balanced 
point of view. Both committees recognized, 
however, the urgent need for suitable diagnos- 
tic clinics and long-term convalescent facilities 
for services to these children. 

Basic Training Not Enough 

The committee on personnel and training 
stressed the fact that each member of the pro- 
fessional team concerned with the cerebral- 
palsied child needs special training, beyond the 
basic professional training, but made no rec- 
ommendations as to how much time should be 
devoted to this special training, or what it 
should include. The possibility was considered 
that a few special units need to be set up, in 
connection with university clinics, where post- 
graduate training could be given to all the types 
of professional workers for the child with cere- 
bral palsy. 

The matter of trained professional personnel 
is urgent and is one of the greatest problems 
the various State agencies for crippled children’s 
services will have to face in developing their 
programs for children with cerebral palsy, the 
committee agreed. 

In conclusion, the conference pointed out the 
great need for research in a number of fields, as 
a basis for the development of sound programs 
for children with cerebral palsy. Dr. Perlstein 
urged further research on the causes of the 
condition. Dr. Jessie M. Bierman, chief, 
Crippled Children’s Services, California State 
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Department of Health, urged that studies be 
made of the distribution of the condition in 
rural and urban areas, by race, by economic 
status, and by availability of medical facilities. 

Study of the family histories of children with 
cerebral palsy is needed, according to Dr. Bron- 
son Crothers, Children’s Hospital, Boston. Dr. 
Temple Fay, medical director, Neurophysical 
Rehabilitation Clinic, Philadelphia, suggested 
the need for research in such matters as the 
speech mechanism. 

The conference was in entire agreement that 
research was needed in determining the char- 
acteristics of the special preparation of each of 
the professional workers in the programs. Dr. 
Frank A. Disney, pediatrician, cerebral-palsy 
unit, Strong Memorial Hospital, Rochester, 
N. Y., told of research now going on at that 
hospital with regard to muscle function. 

The following attended the conference: 
Emily Adams, physical therapist, Oakman 

School, Detroit. 

Dorothy Baethke, physical therapist, Chicago. 

Bernadette Banker, superintendent, Sigma 
Gamma Hospital-School, Mount Clemens, 
Mich. 

Dr. Harry V. Bice, psychologist, New Jersey 
Crippled Children’s Commission, Trenton. 
Dr. Jessie Bierman, chief, Crippled Children’s 

Services, California State Department of Pub- 

lic Health, San Francisco. 

Dr. R. E. Bruner, assistant medical director, 
Children’s Rehabilitation Institute, Cockeys- 
ville, Md. (representing Dr. Winthrop M. 
Phelps ). 

Miriam Buncher, medical-social worker, Detroit 
Orthopedic Clinic, Detroit. 

Dr. Earl Carlson, Pompano, Fla. 

Dr. Bronson Crothers, Children’s Hospital, 
Boston. 

Dr. Frank A. Disney, pediatrician, cerebral-palsy 
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unit, Strong Memorial Hospital, Rochester, 
N. Y. (representing Dr. Plato Schwartz). 

Dr. Lucille Eising, orthopedist, cerebral-palsy 
unit, University of California Hospital, San 
Francisco. 

Dr. Temple Fay, medical director, Neuro- 
physical Rehabilitation Clinic, Philadelphia. 

Marjorie Fish, director of training courses in 
occupational therapy, Columbia University, 
New York City. 

Esther Hutchinson, physical therapist, Ohio 
State Department of Education, Columbus. 
Dr. Christine Ingram, director of special educa- 

tion, public schools, Rochester, N. Y. 

Carol Jensen, consultant on education of the 
physically handicapped, California State De- 
partment of Education, Sacramento. 

Dr. Elise Martens, consultant in special educa- 
tion, United States Office of Education, 
Washington, D. C. 

Manon McGinnis, psychiatric social worker, 
Children’s Hospital, Boston. 

Henrietta McNary, director, school of occupa- 
tional therapy, Downer College, Milwaukee. 

Dr. Edith Meyer, psychologist, Children’s Hos- 
pital, Boston. 

Dr. Veronica O’Brien, medical director, cerebral- 
palsy unit, Neurological Institute, New York 
City. 

Dr. Myer Perlstein, medical director, Mandel 
Clinic, Michael Reese Hospital, Chicago. 
Helen Porteus, social-service department, Mich- 

ael Reese Hospital, Chicago. 

Clare S. Spackman, assistant director, Philadel- 
phia School of Occupational Therapy, Phila- 
del phia. 

Dr. L. E. Wiley, professor of psychology, Beloit 
College, Beloit, Wis. 

Grace Woolfenden, supervising principal, 
schools for crippled children, Oakman School, 
Detroit. 
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Sanitarium Care for the Rheumatic Child 


By ROBERT A. 


Chicago, 


As the title of this paper is Sanitarium Care 
for the Rheumatic Child it seems to me that 
an outline of the routine at La Rabida Jackson 
Park Sanitarium, as we plan and try to carry 
it out, should be basis for this discussion. 
However, I would like to quote from two well- 
known medical men before I start my paper. 

Dr. George C. Griffith, of Pasadena, Cali- 
fornia, states, “Rheumatic fever is a systemic 
poststreptococcic nonsuppurative inflammatory 
disease with protean manifestations of varying 
severity and duration. Pathologic, histologic 
and clinical observation shows that the disease 
is a hypersensitivity angiitis manifest in all of 
the bodily structures from the skin to the 
smallest subdivision of the viscera.” 

John Parkinson, of London Hospital, states, 
“In any effort to deal with rheumatic fever on 
a large scale compulsory notification of the 
disease is essential. Provision must be made 
for long term accommodation of patients in 
special hospitals. Few homes are suitable for 
the care of children with the disease, whereas 
institutions provide specialized knowledge and 
experience of doctors and nurses, scope for 
intensive research, long term rest and treatment 
combined with education. These children need 
education more, not less, than healthy children, 
for they will require sedentary, often clerical 
work. No other disease has such a clear social 
incidence, hence improvement in national 
health is important. The government should 
know that those who work with rheumatic 
fever believe with complete unanimity that 
bad housing, overcrowding and undernutrition 
are basic causes for the prevalence of the 
disease.” 

We feel that a Sanitarium, unless so staffed 
as to give the best hospital care, should not 
attempt to carry on with the acutely ill. The 
acutely ill are clinically shown by extremely 
rapid pulse, swollen and painful joints, high 
temperatures and considerable toxemia. Also 


Read before Northwestern University Medical School 
Course in Cardiovascular Diseases for American College 
of Physicians, April 21, 1947. 
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there are signs of acute carditis such as inter- 
mittent pulse, murmers, friction rubs and 
dilatation of the heart. The violence of these 
symptoms, as you know, frequently subsides in 
two or three weeks, although they may last 
much longer, and then you have the subacute 
stage. 

This subacute stage may last a few weeks, 
months, or in rare cases as long as a year and 
may require bed rest for the entire period. 
This subacute stage is evidenced by carditis, 
fever, pallor, rapid NIGHT pulse, fatigability 
and a high erythrocyte sedimentation rate. 
There is a loss of weight, chorea, subcutaneous 
nodules, epistaxis, growing pains and skin 
rashes. Chest or abdominal pains, emotional 
instability and slight dyspnea may on occasion 
be noted. In fact all the symptoms of the acute 
stage are present except with less intensity. 

It is during this subacute period that Sani- 
tarium care is necessary. Being under medical 
and nursing observation at all times, signs of 
recurrence or alteration in cardiac status are at 
once detected and proper measures are taken to 
give proper care in order to reduce or prevent 
further damage. The child is given proper bed 
rest. 

Under Sanitarium care physical activity is 
encouraged to the limit of the child’s capacity. 
There is a minimum exposure to upper respira- 
tory infections, there is no overcrowding, and 
living conditions are improved. The child’s 
education can be carried on with no loss of 
school prestige with his outside school mates. 

The primary function of a Sanitarium is 
AID TO THE AILING CHILD. 

Children at our Sanitarium are admitted 
upon requests from hospitals, clinics and private 
physicians, after their applications have satis- 
fied us that the child is in need of our care 
and is in the stage of the disease suitable for 
Sanitarium care. 

The children upon admittance to the Sani- 
tarium are placed in an observation ward for 
three weeks. Shortly after admittance they are 
skin tested with tuberculin and they are given 
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the Schick test and Dick test to evaluate their 
immune response to diphtheria and scarlet 
fever. A throat culture is taken, special attention 
being paid to hemolytic streptococci and diph- 
theria. A complete blood count is done. 
Orthodiagraphs, by fluoroscopy, electrocardio- 
grams and occasional stethograms are made. If 
the skin test for tuberculosis is positive an x-ray 
picture of the chest is taken. If this x-ray pic- 
ture is negative as to activity the child is al- 
lowed to remain at the Sanitarium. During 
this three-week period the children have no 
visitors except the doctors, nurses and teachers. 
After the observation period parents are per- 
mitted to visit the children once a month. 

At the end of this observation period the chil- 
dren are moved to such wards as we think best 
for them, physically, chronologically and men- 
tally. Our wards are mostly of three bed capac- 
ity as we find them easier to control. There is 
less spread of infection and the behavior prob- 
lems are managed more easily. From this 
period on a routine Sanitarium care is followed. 

Temperatures—Taken routinely in the morn- 
ing on arising and in the afternoon between 
3:30 and 4:00 P.M. Elevations are checked at 
12:00 noon and 8:00 P.M., and at midnight 
and 4:00 A.M. if it is indicated. 

Pulse Taken—Taken routinely at the same 
time that temperatures are taken and in addition 
a midnight sleeping pulse is taken on all chil- 
dren. 

Baths—Three times a week. 

Sedimentation Rate—Taken on admission 
and once a week thereafter. 

Ear, Nose and Throat Examinations—Done 
on admission and afterwards as indicated by 
progress and need for treatment. 

Dental Examinations—The children’s teeth 
are examined once a month. Temporary fill- 
ings and extractions are done when indicated. 
If a child presents a diagnostic problem with a 
consistently elevated sedimentation rate and 
fever with little or no other indication of sub- 
acute rheumatic fever, full mouth x-rays are 
taken. When teeth are to be extracted the child 
is always given penicillin before the operation 
and for twenty-four hours following it. 

Diet—High caloric, high vitamin, high pro- 
tein diet. This is supplemented with vitamin 
ABD capsules once a day and all fruit juices are 


230 


fortified with additional vitamin C. Milk is 
given at all meals and three times daily be- 
tween meals. 
Sample Diet— 
BREAKFAST 
Grapefruit Oatmeal 
Cinnamon Toast Milk 


DINNER 
V8 Juice Swiss Steak 
Mashed Potatoes Frozen Mixed Vegetables 
Bread and Butter Milk 
Apricot Whip 
SUPPER 
Scrambled Eggs 
Cream Cheese and Apple Salad 
Bread & Butter Milk 
Cottage Pudding with Lemon Sauce 

The medical care is carried on by the mem- 
bers of the staff and consists of such medication 
as is thought advisable for each individual 
child. As there is no specific drug known for 
curing rheumatic fever the usual accepted drugs 
are used for relief of such pathological symp- 
toms as may be present. In the past few years 
there has been a definite effort made to evaluate 
some drugs as to their ability in preventing re- 
lapses. This has been done under our research 
program. 

The usual effort is made to see that the vita- 
min and mineral intake is sufficient. The medi- 
cal staff is constantly on the alert for recrudes- 
cence of the disease and a very definite effort 
is made to give to the child as early a return to 
normal life as his condition will permit. 

As you well know happiness and content- 
ment are most necessary for convalescence and 
health. Since the opening of LRJPS we have 
used every means to give this feeling to the 
children. However, I feel it was not until this 
past year that we are definitely started in the 
right direction. A member of the medical staff 
secured the services of an occupational therapist. 
With her background and the advice of the 
medical staff, she has proven one of our most 
valuable aids in giving happiness to the chil- 
dren. 

Hence, occupational therapy should play an 
important part in every Sanitarium in the re- 
habilitation of the convalescent rheumatic fever 
patient. Psychological guidance is the mental 
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hygienic approach, preventing the development 
of poor attitudes and attempting to correct those 
already present. It is largely a method of treat- 
ment aimed to meet the needs of the convales- 
cent child. 
Feelings of insecurity in a child, manifest in 
an emotional instability, extreme sensitiveness, 
frequent crying spells, loneliness, etc., may inter- 
fere wth the child’s convalescence. The thera- 
peutic aim in this case is to help the child 
develop resources which make him acceptable 
in the group, and give him something to con- 
tribute to the group. 
Homesickness and a need for a mother’s love 
and encouragement are frequent causes of 
extreme emotional stress which may delay a 
child’s convalescence. The trained occupational 
therapist can play the mother role for the pa- 
tient and in this way give him the necessary 
consistent attention he craves. Guided play 
with the therapist initially, and later guided 
play in small groups give the patient a proper 
psychological emotional outlet. 
Undue concern over one’s own physical con- 
dition, manifest in a seclusiveness, indifference 
or a pessimistic outlook, often prevents emo- 
tional rest in a child. The therapist may help 
the child to overcome this by helping him to 
participate, within his tolerance, in normal ex- 
periences and by teaching him to excel in some- 
thing so that he may make his contribution to 
the group. Scouting, which we have for both 
boys and girls at the Sanitarium, offers a child 
an Opportunity to lead a group, accept responsi- 
bility, and develop his own skills while staying 
within his tolerance. 
Graded activity is applied to directly improve 
the physical condition, the tone of the heart 
muscles and the general muscular efficiency. The 
amount of activity is based on the physician's 
estimate of the patient's clinical ability to roler- 
ate exercise. This exercise is graded by the 
therapist according to the amount and duration 
of exercise allowed and according to the length 
and frequency of rest periods. In keeping with 
this, activity is grouped in the following way: 
I. COMPLETE BED REST—Listening to stories 
and recorded music, looking at pictures and 
reading. Concentration games, weather 
forecasting, and studying. 

II. MiniMuM AcTiviry—Bathroom and table 
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privileges. 

Group II activities in bed—cutting, past- 
ing, writing, drawing, painting, light toys, 
sewing with light resistance, puzzles. 

II]. MODERATE ACTiviry—One hour up in 
unit for Group III activities in the after- 
noon. Needle work, leather work, weav- 
ing on frames and looms. Construction 
toys, working at easel, table games and 
chip carving. 

IV. LimireD Activiry—Two hours up for 
Groups Ill and IV activities in unit. 
Marionettes or puppets, standing games, 
light gardening, sewing on foot power ma- 
chine, cooking and homemaking. 

V. UNLIMITED ACTiviry—Three hours up for 
activity. 

Four hours up for activity. 
Walks, light active games, cooking out of 
doors, and use of stairs. 

Activities are selected within the group to 
meet the needs of the patient. 

Developmental guidance is an attempt to cre- 
ate normal experiences to meet the needs in the 
child’s intellectual, emotional, and motor devel- 
opment while he is hospitalized. Through or- 
ganized group activity the child can learn the 
give and take of play, regard for the property 
of others, and a group consciousness. Through 
constructive play he can develop new motor 
skills and learn simple basic things. Thus, re- 
tardation can be prevented or overcome if al- 
ready present. 

The therapist can make special observations, 
at the request of the physician, of such things 
as the patient’s attitude toward his illness, his 
emotional responses, and the influences of the 
parents reflected in the children. 

In coordination with the above program of 
occupational therapy the hospital school plays 
an important part in the life of the children at 
the Sanitarium. In 1934 the Board of Educa- 
tion of Chicago established a hospital school at 
La Rabida. At the time the school was started 
one teacher was sufficient to care for the aca- 
demic needs of the pupil patients but as the 
value of teaching has grown, three teachers 
now comprise the teaching staff. The teaching 
is divided into three groups: primary, interme- 
diate, and upper, one teacher being assigned to 
each group. 
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When a child enters the Sanitarium, the 
teacher contacts the last school attended for the 
child’s records. With this information plus the 
pupil's physical record and social history the 
curriculum is planned. 
When the child leaves the Sanitarium a rec- 
ord showing what has been accomplished, in the 
grade work, is sent to the school to which he 
will return. 
Up to the present date we have had five 
graduates, who are doing fine work in High 
School in both the regular and special schools. 
Then too we have numerous primary pupils 
whose start in school would have been greatly 
delayed without bedside teaching. 
It is the consensus of opinion that in our 
hospitals where schools are established, bedside 
teaching has a therapeutic value. The patient 
is happier knowing that he is doing what well 
children are doing, and that he will be able to 
continue with his school work on his return to 
normal life. 
The average stay of the children at the Sani- 
tarium is between 5 and 6 months. We there- 
fore feel that it is advisable to continue their 
religious training while they are with us. There 
are three groups in this training program— 
Jewish, Catholic and Protestant. The children 
are placed in whichever group is designated by 
the parents. 
Now that the child has been through all this 
schedule for maintaining his health and pro- 
moting his recovery when and how do we de- 
cide to return him to normal life? There are 
several definite physical findings that should be 
present before he is discharged from the Sani- 
tarium care. 
1—A normal sedimentation rate. We use 
the Micro method and accept, as normal, 
a rate of 15 or below. 

2.—A normal night and day temperature. 

3.—A normal pulse, especially the sleeping 
night pulse. Often nervousness will 
cause the day pulse to be intermittently 
high, hence, it is not as valuable for diag- 
nostic purposes as the sleeping pulse. 

4.—A gain in weight—we have not the de- 

sire to see the rapid gain as we have to 
observe a continual steady gain. 

5.—An electrocardiogram showing improve- 

ment. 
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6.—A blood picture showing a normal hemo- 

globin and white count. 

7.—And very important—the physician’s 
general evaluation of the appearance of the 
child. 

We all feel that the diagnosis of rheumatic 
fever and the arrest of the disease is a very dif_i- 
cult problem and tests the physician's knowl- 
edge of technical and clinical medicine to its 
fullest extent. 

We have stressed the care of the ailing child 
as the chief function of a Sanitarium but I, with 
many of those associated with me, feel that we 
have a greater duty to perform in our com- 
munity. The Sanitarium is the most logical 
place to study rheumatic fever through its 
course from the active phase till it is arrested. 
It is an excellent place to educate the parents in 
the care of the child upon his return to the 
home. The Sanitarium is a perfect place to 
instruct medical students and nurses, and it pre- 
sents many medical problems for clinical in- 
vestigation. 

With the help of our Medical and Research 
Director, it is our aim to designate about six 
beds as diagnostic beds. On admission of any 
patient to La Rabida Jackson Park Sanitarium 
and while taking the history and doing the 
physical examination particularly relative to the 
cardiac picture, the resident may consider the 
new admission to be a diagnostic problem. He 
will inform the parents that we desire to make 
a two weeks study of this child before we ac- 
cept him as a rheumatic patient. During this 
interval the patient's clinical picture is studied 
very closely. A complete blood study, including 
a complete blood count and erythrocyte sedi- 
mentation rate, etc. is done. In addition, 
necessary fluoroscopic and x-ray examination 
will be conducted with particular emphasis on 
the lateral views with the displacement of the 
esophagus or enlargement of the posterior 
chambers. Cardiac measurement with the use 
of the orthodiagram are also done. Serial elec- 
trocardiograms will be taken in addition to the 
above. Specific bacteriological and serological 
studies will be conducted for differential diag- 
nostic purposes so that we will be certain that 
we are not dealing with a gonorrheal arthritis, 
undulant fever, arthritis following a bacillary 
dysentery, tuberculosis, mesenteric glands, upper 
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respiratory infections, serum sickness or other 
diseases which may simulate rheumatic fever. 

If the diagnosis of rheumatic fever can be 
safely made the patient will be transferred to a 
regular Sanitarium bed, if so desired by the 
referring doctor and parent. If the diagnosis 
of rheumatic fever cannot be made, a full re- 
port will be forwarded to the referring physi- 
cian, hospital or clinic and the patient will be 
returned to his home for further care by the 


referring agency. 

In conclusion then, the Sanitarium care of 
rheumatic children should aim toward the res- 
toration of the patient to as near normal life as 
is consistent with his physical condition. The 
close medical observation of the acute and sub- 
acute phases, intelligent occupational therapy, 
continued education and good mental hygiene 
are the fundamental basic concepts in Sani- 
tarium care. 


Some Administrative Aspects of an Occupational 
Therapy Department 


By DONALD W. CORDES 


Assistant Administrator, lowa Methodist Hospital, Des Moines 


It has been remarked that medical practice 
formerly followed the patient from the onset of 
illness through the acute stages of disease and 
on to the autopsy table. More recently we 
hear somewhat more about learning to follow 
the patient through the incipience and full 
course of disease and on to life! There is be- 
ginning a slow counter movement to the fever- 
ish trend toward medical specialization. This 
view is expressed in a desire to treat the patient 
as a person instead of treating the disease or 
injury with which the patient is afflicted. I do 
not mean to say that medical specialization is 
not good; quite decidedly the contrary. It is 
true that specialization can be taken too far— 
to the point for instance, where an otolaryn- 
gologist will remove only the left or only the 
right tonsil. But no one will deny that medi- 
cal care is superior when physicians limit them- 
selves to learning thoroughly one field of medi- 
cal care. 

In recognition of this omission there is a re- 
newed interest in seeing the patient as an indi- 
vidual. And when this view is emphasized, a 
new area of a patient’s needs comes into view, 
and in response to these needs we have the 
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emergence of Social Service departments, in- 
creased use of physical therapy technics, the de- 
velopment of the field of Occupational Therapy. 

As I see it, occupational therapy is not merely 
a means of diversion, not merely a way of oc- 
cupying the patient's time. It is rather one of 
the hospital’s special services maintained for 
the purpose of returning a patient to satisfying 
and self-confident normal living. It is just 
what the name implies—it is therapy, not a 
soporific. It is a means to physical recovery, a 
means to personality development. It is in- 
struction in control and development of the 
emotions and a means to creative living. So 
there we are—we have come from: the limited 
concept of health as the absence of disease to 
the concept of health as a state of creative liv- 
ing. This latter is an idealistic concept, admit- 
tedly, but low aims seldom stimulate great 
achievement, and it is better to err in the direc- 
tion of idealism than in the direction of low 
aim. 

If occupational therapy is to take its place 
in the hospital’s armamentarium for the treat- 
ment of the sick and injured, it must be cor- 
related into the activities and programs of the 
other departments of the institution which im- 
pinge upon the patient’s hospital course. The 
work of the occupational therapist must first 
of all be closely correlated with the work of the 
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physician. It is the responsibility of the physi- 
cian to understand the services which the thera- 
pist can offer and to study the capacities of the 
patient for occupational and recreational activi- 
ties. It is the physician who must see that the 
services of the therapy department are related 
to this specific patient's need. It is here that 
the role of the Hospital Administrator comes 
into play, for the administrator is basically a 
coordinator. His purpose is to stimulate pro- 
gressive hospital and medical practice, and to 
see that all facets of hospital care are coor- 
dinated into one unified effort for the treatment 
of the sick and injured. Perhaps I can illustrate: 
During the war, a graduate of Annapolis and 
a navy officer of no mean rank, was transferred 
from the Pacific to the Gulf Coast where he 
was assigned to be second in command of a 
navy destroyer. When asked how he felt about 
his new assignment, he replied that he felt like 
the coach of a professional football team. Each 
member of his team, his crew, was expertly 
skilled and trained for his duties and it re- 
mained the task of this officer to make the crew 
members work together as a team. So the Di- 
rector of a Hospital! He is the coordinator of 
a vast number of highly expert personnel who 
must be taught to work together for superior 
care of the sick. 

To further this coordination between the 
physician’s efforts and the work of the occupa- 
tional therapist, the doctor should be fully cog- 
nizant of the services which the occupational 
therapist has to offer. The therapist should be 
invited to speak at meetings of the medical 
staff, and must be able to describe intelligently 
the values to be derived from closely supervised 
occupational therapy activities. She should be 
invited to accompany the physician as he makes 
rounds so that she will learn to know the pa- 
tients thoroughly. The physician, on the other 
hand, must carefully outline and define the ex- 
tent of activity which the patient is allowed 
and he must be alert to increase or decrease the 
program as the patient passes his hospital 
course. The physician should visit the occupa- 
tional therapy department to become acquainted 
with the equipment available and the activities 
taught. He must know how much is demanded 
of the patient by each activity and should under- 
stand the scope of the therapist's services. 
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The therapist must know the patient's social 
background. For this, she should look to the 
social worker. The duty of the social worker 
is to bring to the doctor, the nurse and the 
therapist those facts relative to the patient's 
home and social life which have direct bearing 
upon the patient's illness. Looking at it from 
the other angle, it is her responsibility to ex- 
plain to the patient why certain routines are 
required of him and to interpret to him the 
physician's orders, the nurses’ requests, and the 
hospital's rules. It is the duty of the social 
worker to make the patient understand the 
effect of illness upon the human mind and 
emotions and to engender the best possible atti- 
tude toward illness. When this concept of the 
social worker is understood, the need for close 
coordination between this department and oc- 
cupational therapy becomes clear. An under- 
standing of the patient's normal life will pre- 
vent the therapist from requiring rug weaving 
and hemstitching from a coarse-handed phleg- 
matic coal miner or wood carving from a fine- 
fingered musician or dancing instructor. The 
social worker, if she is properly trained, can 
inform the therapist about the patient's mental 
and emotional needs which will materially assist 
the therapist in planning the patient's program 
in the shop. 

The work of the occupational therapist must 
also be closely correlated with the work of the 
nurse. The nurse comes to know the patient 
thoroughly in a short length of time and can 
inform the therapist of the patient's coopera- 
tiveness and report whether he is a nervous, 
active person interested in manual and physical 
activities or a sensitive, thoughtful person more 
interested in books and introspection. This 
will be a real help to the therapist in planning 
her program for the patient. 


Lastly, the occupational therapy department 
must be closely coordinated with the physical 
therapy department. Frequently these two ac- 
tivities are under the direction of the same 
physician. The physical therapist is able to 
counsel the occupational therapist regarding 
the patient's capacities and the patient’s par- 
ticular needs. Conversely, the occupational 
therapist must be an astute observer of patient 
reactions and conduct, and must be able to re- 
port to the physician, to the social worker, to 
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the nurse, to the chaplain or to the physical 
therapist any significant aspect of a patient's 
behavior. In this way the several departments 
of the hospital complement each other in their 
common aim of returning the patient to a nor- 
mal, useful life. A thorough understanding 
of the work done by each group of specialists 
in each field which makes up the hospital staff 
will guarantee a well coordinated, unified, and 
enthusiastic plan for hospital care of the patient 
as a person. 

One of the best means for assuring close 
correlation is through complete and accurate 
medical records. The occupational therapist 
should record daily the treatment and daily 
progress of patients treated in that department 
in the same way we require careful recording 
of floor medications, nurses’ notes and labora- 
tory tests. A copy of these notes should be 
retained in the therapy department for ready 
reference, but it is imperative that notes be 
recorded on the patient's chart where they may 
be readily studied by physician, nurse, and 
others interested in the patient's progress. 

After we are convinced that an occupational 
therapy program can be correlated into the hos- 
pital program, the administrator must make 
a study of the need for this program in his par- 
ticular hospital. It seems fair to say that most 
general hospitals should have a well organized 
department. But there is a vast difference be- 
tween the needs of the patients of an acute gen- 
eral hospital who are discharged from the hos- 
pital at the earliest medically acceptable date— 
between these patients and the patients in a 
convalescent hospital or those in a marine, 
army, navy or veterans’ hospital where patients 
are retained until full recovery is accomplished. 
Those of our readers who represent mental 
hospitals know that patients of these institutions 
present problems and challenges quite distinct 
from medical and surgical patients. Also, the 
hospital with a large orthopedic division will 
manifest greater need for an occupational ther- 
apy department than will a hospital with a 
high percentage of medical and surgical pa- 
tients. The special needs of children, of male 
versus female patients, or young versus the 
older patients and of the wealthy versus the 
economically indigent patient must be con- 
sidered in directing the affairs of this depart- 
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ment. In all cases the individual patient must 
be the touchstone for evaluating the work of 
this and all other hospital departments. If the 
patients are predominantly from the working 
class, there probably will be less enthusiasm 
for skills the therapist can offer than for pa- 
tients who are avocation enthusiasts with well- 
rounded interests and hobbies. The therapy 
department must be geared to the needs of 
the particular patients it is to serve. 

A further administrative consideration is 
the matter of cost of operation of an occupa- 
tional therapy program. We all recognize that 
the cost of hospital care has reached such pro- 
portions as to be almost prohibitive to the 
population of moderate means, and it behooves 
the hospital administrator to think carefully 
before creating additional costs. However, the 
departments here represented are not as ex- 
pensive as most hospital functions. The num- 
ber of personnel needed is usually small and 
other operating expenses are reasonable. It is 
quite well accepted that patients may be 
charged for the materials used, but such costs 
should be held to the lowest possible amount 
consistent with good financial policy so that 
patients will not be deterred from use of ma- 
terials because of the additional cost entailed. 


Other costs include expensive floor area and 
some fixed equipment. To me it is regrettable 
that the shop is usually relegated to a base- 
ment room which is frequently poorly lighted 
and ventilated, and sometimes anything but 
pleasant. I believe the occupational therapy 
activities should be centered near the physical 
therapy department so that some equipment 
can be shared between the two departments. 
It should be in a well-lighted and bright place 
which will work a quiet alchemy on the pa- 
tient’s mental response concurrently with the 
therapy program. However, accessibility to 
patients and the matter of noise and cleanli- 
ness must be equally considered in the inau- 
guration of a new department. Lastly, a policy 
to be followed regarding the sale of articles 
produced in the shop must be established. I 
believe it is the usual plan that any income 
from such sales shall accrue to the proud maker 
thereof. However, it is conceivable that the 
hospital apply the proceeds from such sales to 
the cost of operating the department. 
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In inaugurating a new department, the pos- 
sibilities of securing financial assistance from 
the state Agency for the Crippled Children 
Program and from the state Vocational Re- 
habilitation Program should be explored. In 
some states it is possible to secure payment 
from the Crippled Children Program for treat- 
ments rendered to patients in which that 
agency is interested. It should not be difficult 
to demonstrate to these authorities, to insur- 
ance companies, and to other agencies which 
pay for patient care that a good occupational 
therapy program reduces the length of patient 
stay and does much to prevent re-admission of 
patients who may otherwise be returned to 
the hospital for costly treatment. 

After making certain that the hospital re- 
quires facilities for occupational therapy and 
assuring myself that the hospital could afford 
such a department, I would make sure I had 
a good one. A modest beginning is advisable, 
but I would plan for a broad, inclusive pro- 
gram which could demonstrate its merit to 
all concerned. The excellence of the depart- 
ment usually will be directly proportional to 
the quality of the therapist. She must be 
psychologically and emotionally mature and 
stable, well trained in the newest techniques 
and methods of the field. She should possess 
a personality which is attractive and stimulat- 
ing. I would much prefer an enthusiastic per- 
son who could gain and hold the interest of 
her charges than one who is super-skilled in 
the arts and crafts which she is trying to teach 
others. She must be interested in patients and 
must be capable of teaching and instruction. 

A qualified person to assume charge of a 
department must be supplied with the latest 
and best equipment known to the field. What 
these are, is well known, but they should in- 
clude the latest facilities for music therapy and 
for directed vocational guidance and training. 
The programs of physical and occupational 
therapy which Dr. Howard A. Rusk directed in 
the rehabilitation services of the army and 
which he now has developed in New York's 
Bellevue Hospital are cogent evidence that the 
skills which you people represent are just com- 
ing into their own. The successes of these 
techniques with patients of all ages who are 
chronically ill have opened an entirely new 
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horizon of hope for these almost forgotten 
people. Let us hope that this new phase of 
medical care will be emulated throughout our 
country. 


To insure a superior department, it must 
be well fitted not only for the needs of the 
particular hospital of which it is a part, but 
also for the needs of the entire community 
which it serves. It should take its place with 
the work of the public health nurses, the Visit- 
ing Nurse Association, the Crippled Children 
and Rehabilitation programs, the work of the 
Heart Association and any other group which 
may know of and advise patients who can be 
benefited by the techniques of the therapist. 
Furthermore, the department should extend its 
benefits to patients still unable to leave the 
hospital bed and to bedridden patients who 
remain in private homes. The program of some 
Heart Associations known as the “In-Bed” Club 
which bring mail and limited activities in chain 
fashion to bed-fast patients is highly commend- 
able, and should be encouraged in every way 
by the hospital therapist. Hospitals are be- 
coming more and more complex centers for all 
health activities which operate in the com- 
munity and as the older concept of the hospital 
as a place to be turned to as a last resort van- 
ishes, we must see that the hospital’s program 
is closely geared to the full field of community 
health needs. We dare not be isolationist in 
rendering care for the sick and needy. 

Finally, I should like to say a word about 
what you as the trained and skilled therapists 
can do to further your own cause and thus to 
contribute to the maximum of health care. You 
should tell the world what you have to offer!! 
Your resources are almost limitless. You have 
shown marvelous results in places where thor- 
oughly developed programs are in action, and 
you have begun to branch out into many areas 
of patient needs heretofore untouched. So 
don’t hesitate to tell about it. Hospital admin- 
istrators are woefully unadvised — not ill ad- 
vised, but unadvised—about what you can do. 
It remains for you to tell them. It remains for 
you to demonstrate to those who are best in a 
position to further your aims what you can do 
to aid patients in returning to a satisfying 
normal life. 


AJOT I, 4, 1947 


| 
| 
| 
6 


People You Should Know 


MARJORIE TAYLOR, O.T.R. 


When the profession of occupational therapy 
had its first impetus during World War I, Miss 
Marjorie Taylor, executive director of the Cura- 
tive Workshop of Milwaukee, was among the 
first women active in the work which was then 
designated as bedside occupation. Since then 
she has become a national leader. 

Miss Taylor had graduated from the School 
of the Boston Museum of Fine Arts and had 
taken a War Course in Medical Social Service 
when she worked as a volunteer in the Navy 
wards of the Massachusetts General and the 
Peter Bent Brigham Hospitals in Boston. 

In 1918 the Boston 
School of Occupational 
Therapy was founded 
along with the depart- 
ment at Milwaukee- 
Downer College and the 
St. Louis and Philadel- 
phia Schools of Occupa- 
tional Therapy at the 
request of the Surgeon 
General. Miss Taylor 
then enrolled as a stu- 
dent in the first three 
months course at the Boston school and had at- 
tended classes only two months when she was 
sent at the request of Surgeon General Gorgas 
to give a course in occupational therapy at 
Aloha Camp in Vermont. With a doctor and 
nurse she put through the then required subject 
matter of the three months course in eight 
weeks! 

She was next called for military duty as a 
Reconstruction Aide (as O.T.’s were designated 
in 1917-1918) in the Medical Corps of the 
U. S. Army and served at Lakewood General 
Hospital No. 9, at Fort Ontario and at Walter 
Reed. 

Following military service Miss Taylor joined 
the faculty of the Boston School and started 
their curative workshop. She then served as 
the director of occupational therapy at the Rob- 
ert Breck Brigham Hospital until she was called 
in 1929 to direct the Department of Occupa- 
tional Therapy at Milwaukee-Downer College 
in conjunction with work at the Curative Work- 
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shop of Milwaukee. She assumed full director- 
ship of the latter in 1939 but has continued as 
an advisor at Downer. She also is a lecturer 
on the faculty of the Marquette School of 
Medicine. 

Miss Taylor is one of Milwaukee's busiest 
professional women as is indicated by the model 
and progressive standards of the Workshop, by 
the writing which has come from her pen, and 
by the important contributions to the rehabili- 
tation field that have been made by the national, 
state and city groups with which she is associ- 
ated. She served for many years as a vice 
president of the American Occupational Ther- 
apy Association and is a member of the Wis- 
consin Occupational Therapy Association. 

She has been active on the Federal Advisory 
Council on Rehabilitation, the Baruch Commit- 
tee on Physical Medicine, the National Rehabil- 
itation Association, the National Society for 
Crippled Children, the American Hospital As- 
sociation, and the Inter-agency Committee on 
the Severely Handicapped of the U. S. Depart- 
ment of Labor. 

She is a board or committee member of The 
Wisconsin State Board of Vocational Rehabili- 
tation, the Anti-Tuberculosis Association, and 
the Associations for Mental Hygiene and Dis- 
abled. She is Secretary-Treasurer of the Mil- 
waukee Hospital Council, member of corpora- 
tion of Rogers Memorial Hospital, board 
member of the Stark Hospital Corporation, and 
is active in the Council of Social Agencies and 
the Hospital Association. She holds honorary 
membership in the Junior League of Milwaukee 
and is an active member of the Women’s Club 
of Wisconsin. 

Miss Taylor has contributed numerous articles 
to professional publications throughout the 
country. Recent manuscripts have appeared in 
the Crusader of the Wisconsin Anti-Tuberculo- 
sis Association; a handbook on medical physics 
prepared by Dr. Otto Glasser of Cleveland; and 
an occupational therapy manual published by 
the American Medical Association. 


We are indebted for much of the material in this article 
to the Milwaukee Journal which recently printed a story 
about Miss Taylor under the feature title, Career Woman, 
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CONVENTION 


Dr. John H. Aldes, Orthopedist, is Chief of 
Medical Rehabilitation at Birmingham General 
Veterans Adriinistration Hospital. His army 
experience (1941-46) included the position of 
Chief of Orthopedic Surgery and Physical Medi- 
cine at O'Reilly General Hospital and the 8th 
General Hospital in the Pacific area. He had 
special duties for the Navy in Orthopedic 
Surgery in the South Pacific Area. Also, Dr. 
Aldes served as Chief of Orthopedic Surgery 
and Physical Medicine at Letterman General 
Hospital. He will share the spotlight with Dr. 
Bors and speak on “The Medical Rehabilitation 
of Paraplegics." November 4 At Your Na- 
tional Convention. 


INSTITUTE ON PSYCHOSOMATIC 
MEDICINE 
November 6, 7 


following the Convention 


Miss Carlotta Welles, O.T.R., 
Institute Chairman 

204 East Mendocino Street 
Altadena, California 


Please find enclosed $5.00 to insure my 
place at the Psychosomatic Institute following 
the Convention. (This fee is separate from 


hotel expenses.) 


Name 
Mailing address 


City, State 


Clip out the above coupon and mail it to the 
Institute Chairman to insure a place for you at 


the Convention Institute. 
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AOTA Annual Convention 


Hotel del Coronado, Coronado, Calif. 
November 2-7, 1947 


THE NORTHERN CALIFORNIA 
OCCUPATIONAL THERAPY ASSOC. 
invites you to visit 


SAN FRANCISCO and the BAY AREA 


Visit our Hospitals and O.T. Schools 


Letterman General Hospital (San Francisco ) 
BAAv= Ft. Miley Veterans Hospital (San Francisco ) 
U. S. Veterans Hospital (Palo Alto) 
The Langley-Porter Psychiatric Clinic (San Francisco) 
T Stockton State Psychiatric Hospital 
(Stockton ) 
Children’s Hospital (San Francisco) 
Children’s Hospital of the East Bay 
(Oakland ) 
The Rehabilitation Center 
(San Francisco ) 
California State Cerebral Palsy School 
(Redwood City ) 
Twin Pines Sanitorium (Belmont) 
Mills College School of Occupational 
Therapy (Oakland) 
Visit our Points of Interest San Jose State College School of 
Occupational Therapy (San Jose) 


Chinatown 

Fisherman’s Wharf 
Golden Gate Park 
Nob Hill (Top of the Mark) 26 


Telegraph Hill (Coit Tower) ~ WT 


California St. Cable Cars 


Golden Gate Bridge TTS 
Oakland Bay Bridge Juss 


Alcatraz = | | 
If you are able to route your trip through San 
Francisco, watch for more information and details ASS 
at the meeting. <= 7 
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HOTEL RESERVATION FOR 1947 CONVENTION 


Hotel reservation at the Hotel del Coronado, Coronado, California. 


Note: Single rooms are VERY LIMITED in number. 


rooms. 


Please arrange to SHARE twin bedded 


Rates: $19.50 per day—American Plan (two persons—one room with two beds) 
$10.25 per day—American Plan (single occupancy) 


$11.25 per day—American Plan (singie occupancy) 


A deposit of one day’s room rate must accompany the reservation below. 
This will be credited to your account at the Hotel del Coronado. 


PLEASE RESERVE THE FOLLOWING: 


room(s) American Plan for 
(includes meals) 


Rate $ 


Room(s) will be occupied by 


Enclosed is check for $ 


Arriving at Hotel del Coronado 


Leaving the Hotel del Coronado 


I wish to be met by the hotel cab [)($1.50) 
Signature 
Mailing address 


City, State 


(make this check payable tc Hotel del Coronado) 


(date) 


(date) 


CONVENTION OF THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION 


person(s) 


(names of all occupants) 


(hour) 


(hour) 


Mail checks and this reservation blank to the Hotel del Coronado. 


Board meets November 1, 2 
Convention, November 3, 4, 5 


CONVENTION HI-LIGHT 

Dr. Irving Rehman, professor of Anatomy 
at the University of Southern California's 
School of Medicine, will speak on the use and 
construction of the x-ray motion picture cam- 
era, a device which some day may mean as 
much to the medical profession as did the dis- 
covery of the x-ray itself. 

The device, of which Dr. Rehman is co- 
designer, has proved of revolutionary impor- 
tance in the diagnosis of polio sufferers, heart 
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Veterans meet November 3 
Institute, November 6, 7 


and circulatory ailments, respiratory diseases, 
malfunction of muscles and makes possible the 
study of internal motion of the human body 
capable of being plotted by camera. 

Designed to augment Northrop Aircraft 
work with prostheses under the Committee of 
Artificial Limbs of the National Academy of 
Sciences and employing a motor of a type that 
is still extremely secret, the device accomplishes 
such startling ramifications as sound motion 
pictures of the heart in action. 
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EXECUTIVE MEETING 


National Office, New York, N. Y. 
June 3, 1947 — 10:30 a.m. 


The meeting was called to order at 10:30 a.m. by 
President Winifred Kahmann. Other members present 
were: Marjorie Fish, Sue Hurt, Clare Spackman, Helen 
Willard and Holland Hudson. Absent: Beaty. - Wade 
and Elizabeth Wise. 

Motion carried to accept the minutes of previous 
meeting as distributed. 

The President reported that a Chairman for the 
Traveling Exhibit has not yet been appointed as this 
Committee is expected to be combined with the Research 
Committee. It is felt that the present Traveling Ex- 
hibit is not in condition for further use. The plan for 
a new exhibit will be developed from a study of the 
suggestions and proposals received by the Research Com- 
mittee, subject to approval of the Board. 


REPORT OF EDUCATIONAL 
FIELD SECRETARY: 

Miss Sue Hurt reported to the Committee the work 
accomplished since the March 17th meeting and made 
the following recommendations: 

“It is hoped that the program of evaluating the Feb- 
ruary, 1947, examination and the clinical training 
rating of the examinees; to assist the sub-committee 
on Clinical Training in the construction of a key for 
increased uniformity in the use of the present clinical 
training report form; construction and evaluation of 
the June examination and evaluation of clinical training 
rating for examinees; and for clarification and completion 
of information included on our current school survey, 
can be completed before the present Educational Field 
Secretary leaves office, with the exception of the evalua- 
tion of current applicants for registration. Dr. Brandt’s 
time is being used as sparingly as possible. It is im- 
possible at this time to know whether the time allotted 
is sufficient for completion of the Board’s recommenda- 
tions. In view of the fact that 112 hours only remain 
to us of his time, and that there still remain to be 
completed the raters guide, the schools survey, and 
the evaluation of the June examinees, both on examina- 
tion and clinical training, and that the Education Office 
will have no direction but his during July and August, 
it would seem wise to make provision for his further 
retention should it prove necessary.” 

A letter is to be directed to Dr. Brandt, Educational 
Research Consultant, stating we hope it will be possible 
to complete these items within the remaining 112 hours 
of contract. The items which Dr. Brandt cannot com- 
plete within this time should be deferred until a later 
date. 

“The Physical Injuries Syllabus promised the enrollees 
of the Chicago Institute has been completed, the price 
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of production obtained, and it awaits the further de- 


cision of the Executive Committee.” Motion carried 
authorizing the Educational Field Secretary to have 
1,000 copies of the Physical Injuries Syllabus printed, 
the funds for which will be provided by the Special Dona- 
tion Fund of the Education Office to be returned to this 
fund as soon as returns from the publication are forth- 
coming. 

“The Sub-Committee on Examination recommends that 
all examinations to be given after June, 1947, the basis 
for acceptance of applicants be not only graduation from 
an accredited school of occupational therapy, but also 
completion of the clinical training as stated in the 
Minimum Essentials as set forth by the American Medi- 
cal Association. This may be interpreted to affect all 
students whose clinical training has not been completed 
at the time of notification to the schools, and not those 
whose training has been completed. It is recommended 
that the schools be notified immediately if such decision 
is reached.” The Committee believed a letter should be 
sent to all occupational therapy schools stating as evi- 
denced from the examination applications many students 
do not meet the Minimum Clinical Training Require- 
ments of the A.M.A. Their attention is being called to 
this fact in the hope they will enforce the requirements 
more rigidly or it will be necessary to refuse such appli- 
cants for the registration examination. This matter 
should also be emphasized to the members of the Edu- 
cation Committee. The report of the Educational Field 


Secretary accepted with appreciation. 


REPORT OF TREASURER: 


Mr. Hudson reported to the Committee the situation 
of securing office space in the midwest. A study indicates 
in the loop area of Chicago adequate office space is not 
available at the present time. The cost of space there, 
if obtainable, is prohibitive within the current associa- 
tion budget. 

The possibility of securing office space in other mid- 
western cities such as Indianapolis and St. Louis was in- 
vestigated. There is a possibility of obtaining adequate 
and attractive office space consisting of 1,800 square 
feet in the Chamber of Commerce Building in In- 
dianapolis. 

The Missouri Occupational Therapy Association will 
be contacted for information as to obtainable office space 
in St. Louis. Unless St. Louis produces a more attractive 
offer Mrs. Kahmann is authorized to take an option on 
the Indianapolis office space until January, 1948, if at 
all possible. The Board could then act upon this option. 

The Treasurer is instructed to contact the publisher 
of A.J.O.T. and ascertain the financial standing of the 
magazine at present; the revenue expected from ad- 
vertisements in the Journal, etc. 

The Committee suggested Mrs. Kahmann as Presiden: 
visit Dr. Morris of the Kellogg Foundation within the 
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next few months with a report of the utilization of the 
Kellogg Grant outlining in detail a five-year plan of 
educational research emphasis on standardization of clin- 
ical training. A full financial statement must be given 
showing entire income and expenses of the Association 
to prove our solvency and that we are not depending on 
this grant for complete support. 

Steps should be taken in recommending to the Amer- 
ican Medical Association that there definitely be some 
occupational therapy requirements for medical students. 

Recommendation regarding a change in the consti- 
tution when other changes are made designating the 
title of the officer of the National Office as Executive 


instead of Executive Secretary. 


REPORT OF SPEAKER, HOUSE OF DELEGATES: 
Miss Spackman in advance of this meeting polled the 
House of Delegates and the majority voted in favor of 
moving the national office to the midwest; the re- 
organization of the national office; raising of dues; dual 
billing on membership and re-registration from the 
National Office; employment of Mrs. Kahmann as Ad- 
ministrative Director. Motion carried to accept this 


report with appreciation. 


REPORT OF RULES AND 
PROCEDURE COMMITTEE: 

Mrs. John A. Greene, Chairman, Memorandum from 
Chairman of Rules and Procedure Committee was care- 
fully discussed point by point and the Committee rec- 
ommended the acceptance of Chart A on the re- 
organization of the National Office as submitted by the 
Rules and Procedure Committee. (See chart elsewhere 
in this issue. Ed.) 

1948 ANNUAL MEETING: 

Motion carried stating the 1948 National Convention 
will be held in New York City or vicinity. Definite 
place to be announced after thorough investigation. 

Motion carried to adopt a resolution expressing appre- 
ciation to Miss Sue Hurt, for the splendid work accom- 
plished during her term of office as Educational Field 
Secretary. 

The American Psychiatric Association will hold their 
convention next year in Oregon. It has been suggested 
we contact them well in advance expressing our interest 
in their plans and making provisions for an O.T. round 
table. Our local group in Oregon will also be contacted 
to help with planning this meeting next year. 

It was suggested the Board and State O.T. Associations 
write their Congressmen protesting the cut in federal 
funds relative to professional personnel and stating dis- 
approval of government economy at the expense of the 
sick. 

Meeting adjourned at 5:45 p.m. 

Respectfully submitted, 
(Mrs.) Meta R. Cobb, O.T.R. 
Executive Secretary 
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Official Reports of 
Committee Meetings 


March 15, 16, 17 
Benjamin Franklin Hotel, Philadelphia 


Educational Steering Committee 
A meeting of the Educational Steering Committee 
was held on Sunday morning, March 16, 1947. There 
was discussion of the following points: 

I. Testing programs for initial selection of students and 
acceptance of students with physical disabilities. 
General discussion relative to making up a recom- 
mended list of tests being used in Schools, which 
have proved helpful in those Schools. Rorschach was 
mentioned as being used in individual cases by one or 
two Schools. It was suggested that the Schools pool 
their experience relative to selection of students with 
physical disabilities. 

Recommendation that we continue to study and use 
reports from Schools as to their experience. 

II. Graduate Study 
Rotation Plan for Refresher Work 
This would work somewhat on the exchange basis and 
would involve rotation in two or three hospitals on 
the graduate level. 

Master’s Offering 

Discussion of this was postponed until the next meet- 
ing after the Clinical Training Committee has given it 
consideration. 

See reports of Subcommittees on Schools and Curric- 
ulum and Clinical Field Training. 

III. Analysis of Advanced Standing 
Committee appointed from last Educational Meeting 
had done nothing on this. Suggested that data be 
taken from Educational Office questionnaire on Ad- 
vanced Standing and be sent to Schools for recheck. 
Committee also referred to Minutes of August Meet- 
ing in which the prerequisites were rather clearly out- 
lined. It was felt that there was a need to clarify 
further the difference between the regular Advanced 
Standing courses for college graduates (17 months) 
and those Schools giving individual course credit on 
an advanced basis. There is confusion in the use of 
the term. 

IV. Ratio Between Instructors and Student Groups 
No action taken now as further instructions seemed 
necessary from Educational Office. Want to get ac- 
curate results. 

V. American Medical Association 
Council Letter to Schools 
To our knowledge, no action was taken by the Council 
on Medical Education and Hospitals relative to sending 
a letter to all of the Schools to the effect that a stu- 
dent must receive all of the theoretical and technical 
work in a specialty field before her clinical assign- 
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ment is given for practice in that field. This will be 
discussed by the Clinical Training Committee and will 
be reconsidered by the Steering Committee at a later 
meeting. 
VI. Tuberculosis 
There still seems to be misunderstanding as to how 
compulsory tuberculosis training is, from the stand- 
point of the American Medical Association. Schools 
are still differing in their approach to this and the 
assignment for students. Nothing definite was de- 
cided. 
VII. Public Education 
Discussion centered around the following points: 
Are Schools full? 
Do we need more students and more Schools? 
Do we need more persons equipped for the educa- 
tional field? 
The one thing decided was that we do need more ade- 


quate clinical training centers. 


Another meeting of the Steering Committee was held 
on Sunday evening, March 16. The greater part of this 
meeting was spent in considering the recommendations of 
the Subcommittee on Clinical Training. 

I. Action on the recommendations was taken as in- 
dicated. (See Minutes of Subcommittee on Clinical 
Training.) 

II. Institute 
After receiving the report of the Educational Field 
Secretary in regard to the Institute to be held at the 
time of the Annual Meeting in California, the follow- 
ing recommendations were made: 

1. That the Institute be held for two days following 

the Annual Meeting. 
First Day—Psychosomatic Medicine 
Second Day—Psychiatry 

Physical Injuries 

2. Fee—$5 for each day. 

3. Detailed plans to be left to selected persons on 

the west coast. 

Skills Survey 
It was further recommended that the proposed Skills 
Survey be continued. If funds cannot be found for 
this to be done by the office of the Educational Field 
Secretary it was suggested that it be carried on by the 
Subcommittee on Clinical Training. 

IV. Visits of Inspection 
A representative of the A.O.T.A. has been asked to 
visit the new schools which are now requesting final 
action in regard to accrediting. (University of. Wis- 
consin, College of Puget Sound, St. Catherine, Texas 
State College.) An outline of information and pro- 
cedure following closely the A.M.A. survey will be 
used for these visits of inspection. The visits to Wis- 
consin, St. Catherine and Texas will, if possible, be 
made in the near future by Miss Henrietta McNary, 
Co-Chairman, Educational Steering Committee. 
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The Committee adjourned to reconvene for its next 
meeting in October in California. 

V. The recommendations of the Subcommittee on 
Schools and Curriculum (see minutes) were accepted 
as presented. 

Respectfully submitted, 
Helen S. Willard, O.T.R. 
Co-Chairman, Educational 


Steering Committee 


PROGRESS REPORT OF THE SUB- 
COMMITTEE ON SCHOOLS AND 
CURRICULUM 


Prepared for March 15 Board Meeting 


At the last meeting of the Steering Commit- 
tee of the Committee on Education which was 
held at the National Convention in Chicago 
last August, recommendations from this Sub- 
committee were acted upon. Reports of the 
same will no doubt be included in the report 
of the chairman of that committee. 


Members of this committee have been most 
cooperative in contributing materials for the 
Educational Research Project carried on through 
the office of the Educational Field Secretary. 
The members were circularized on January 29th 
at which time it was proposed that each mem- 
ber make a thorough study of the topical outlines 
which are being sent to them in advance of 
this meeting and to formulate some definite 
offers as to the following: (1) inclusiveness of 
outline; (2) validity of emphasis in relation to 
its application in the field; (3) knowledge and 
training essential for effective practice in each 
field at the present time; (4) anticipated fu- 
ture developments which would affect the train- 
ing plan; (5) that portion of instruction which 
should be included in post graduate studies. 

The above recommendations were given with 
the hope that every member of the group would 
be ready to discuss outlines from similar view- 
points. 

Since the August meeting a chairman of the 
Committee on Curriculum Guide was ap- 
pointed by the chairman of the subcommittee. 
Miss Henrietta McNary has assumed this chair- 
manship. Preliminary plans were made by 
her but were set aside for the present until 
the materials and information, to be procured 
through the Educational Research Project, are 
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made available to the Committee on the Cur- 
riculum Guide. 
Respectfully submitted, 
Beatrice D. Wade, O.T.R., 
Chairman, Sub-committee 
on Schools and Curriculum 


Keport ot the Subcommittee on 
Schools and Curriculum Meetings 

The agenda of the Subcommittee indicates that one- 
half day was spent in consideration of old business, which 
included reconsideration of the recommendations made 
to the Steering Committee in August, 1946. The dis- 
cussion regarding these items was led by Miss Willard, 
comments on which are included in her report. Another 
interesting item on the agenda was the reports of de- 
velopments in the Army and the Veterans’ Administra- 
tion of educational interest. Miss Sue Hurt, Educational 
Field Secretary, provided the Directors with a back- 
ground regarding the educational research project and 
cleared the way for Dr. Brandt’s presentation of the 
program in the afternoon. 

A recommendation was received from a recent meeting 
of a group of psychiatric therapists. They felt that 
it was important for every school to place greater em- 
phasis on the theory of application of occupational 
therapy to the field of psychiatry. The general con- 
sensus was that the students knew their clinical psy- 
chiatry but had no concept as to the specific aims and 
functions of occupational therapy with individual cases. 
This group of therapists, as well as the Subcommittee 
on Clinical Training, urged the establishment of gradu- 
ate study. Two types of courses were suggested: one 
which would lead to a graduate degree, and the other 
in the form of a refresher course, for therapists who 
have been in the field for some time, but which would 
not necessarily carry graduate credit. The chairman 
of the Subcommittee on Schools and Curriculum has 
initiated a new committee on graduate study which will 
be headed by Miss Martha Jackson. 

The afternoon meeting was opened at two o'clock, at 
which time Dr. Brandt gave a detailed report of the 
educational research plan. The discussion continued over 
until 10:30 o’clock that evening, preventing the assembly 
of the Steering Committee and independent study of 
the topical outlines by the remaining Directors of the 
schools. 

Sunday, from 9 a.m. to 11 p.m., was spent in detailed 
consideration of the topical outlines related to the various 
treatment areas. Time prevented review of the outlines 
relating to the media utilized as treatment. 

It appeared that the above discussion was of great 
value to the Directors of the courses as well as those 
therapists who will participate in the Curriculum Guide 
project. The various viewpoints and general discussion 
of the outlines provided the latter group with sub- 
stantial hints which will be helpful in their formulation 
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of the Guide. Inasmuch as so much time was spent 

on the topical outlines and discussion of the national 

project, only the few following recommendations were 
made by this Committee to the Steering Committee. 
These recommendations are as follows: 

1. It is recommended that Dr. Westmoreland be com- 
mended for his untiring efforts in the interest of the 
A.O.T.A. during the years he spent on the Council 
of Medical Education in Hospitals of the American 
Medical Association. 


N 


The school directors feel there is need for a standard 
form on which information may be sent from the 
schools to the Clinical Training Directors. The Direc- 
tors ask if a plan cannot be formulated to meet this 
need. 
3. The members of the committee wish to thank Naida 
Ackley and Ethel Huebner for their contribution to 
the formulation of the basic clinical training essentials, 
Respectfully submitted, 
Beatrice Wade, O.T.R. 
Chairman, Subcommittee 


on Schools and Curriculum 


SUBCOMMITTEE ON 

CLINICAL FIELD TRAINING 

Saturday, March 15, 1947 

Meeting called to order and proceeding of business 
for the week-end outlined. 

Essentials—It was decided to withhold work on Stu- 
dent Manual and Directors’ Manual until essentials were 
in complete form. Reason for deferring was that it 
will be necessary to explain in detail the outline of 
Essentials both to students and directors. 

Directors’ Manual to take precedence over Students’ 
Manual in order to avoid misinterpretations of Essentials 
when turning them over to Steering Committee and Board 
of Management for action. 

Students’ Manual to be completed following Direc- 
tors’ Manual. All material received to date will be 
evaluated to fit the Essentials. 

Discussion of Item 6, Essentials of a Clinical Training 
Program — “There should be no more than two students 
per registered therapist, or other approved professional 
personnel, assigned to a clinical training center.” The 
problems that arose were: 

1. Particular situations where other approved profes- 
sional personnel such as skilled craftsmen, librarians, 
recreational workers, vocational rehabilitation coun- 
selors fall under jurisdiction of occupational therapist. 
The committee conceded that this personnel may be 
counted in ratio to number of students applying par- 
ticularly to tuberculosis area. 

2. Illinois University’s present set-up of student train- 
ing within the university in conjunction with didactic 
work. The committee agreed our essentials will apply 


to their students training away from Illinois Univer- 
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sity, and we concede a point to their unique situation 
and ask the Steering Committee and Board to do 
likewise. 

3. A staff supervisor (occupational therapist) of student 
training whose responsibility is solely correlation of 
training program and lecture work. It was un- 
doubtedly a strong feeling with the committee that 
no exception should be made in this case, until we 
are convinced that supervised patient contact is not 
sacrificed. It was the feeling of the committee that 
a supervisor of training program has a definite re- 
sponsibility in correlating the program and lectures, 
but that student-patient relationship is the para- 
mount essential of training and should be done under 
direct supervision of a practicing therapist. 

4. Individual irregularities—a “temporary” lack of per- 
sonnel due to employment difficulties. The feeling of 
the committee was that temporary reduction in staft 
would have to be conceded during emergencies, but 
not to extend to prolonged vacancies. 

10:00 a.m.—Committee joined Schools and Curriculum 

and Steering Committee for joint meeting. 

Report of Veterans’ Administration — Jane Myers, 
O.T.R. 

Report of Educational Field Secretary—Sue P. Hurt, 
O.T.R. 

Dr. Brandt outlined his research program, both cur- 
rent and projected. (See article in Vol. 1, No. 1, 
A.J.O.T.) Particular emphasis was placed on registra- 
tion examination in this report to joint committees. 

7:00 p.m.—Joint meeting continued. 

Report of A.M.A. survey. 

8:45 p.m.—Subcommittee on Clinical Field Training 

adjourned to a separate meeting to consider educational 

research program. 

1. Entire program discussed with the following reac- 
tions developing: 

a. Time element—The committee indicated that a 
more moderate pace would be more satisfactory. 

b. Financial aspect—The feeling of the committee 
was that with limited funds reported, certain 
projects should receive preferential treatment. 

c. Student rating form—The committee acknowl- 
edged present form to be inadequate and decided 
that a change in rating procedure should be done 


in a conservative manner. 


Sunday, March 16, 1947—9:00 a.m. 

Discussion of rating procedures and presentation of 
several methods of improving student rating form given 
by Dr. Brandt. 

1. Difficulties in use of present form. 
a. Qualities rated are subject to the individual rater’s 
interpretation. 
b. Standards of individual raters on the qualities 
listed vary. 


c. “Halo effect” or over-all general impression colors 
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the rating of every quality unavoidably. 

d. In instances where more than one student is rated 
the effect of the group level shows up in the 
individual student’s rating. 

2. Methods of Rating. 

a. Method of improving our present form. 

1. A manual could be prepared pointing out the 
difficulties in rating procedure and recommend- 
ing rating practices as follows: 

(a) Rating should be made on observable 
qualities. 

(b) Rating should cover entire period of train- 
ing, not an outstanding incident. 

(c) Rating should be based on a set of situa- 
tions which are characteristic. 
What are you looking for? 
Did she do this or didn’t she do that? 

(d) The clinical field training committee 
would have to decide salient characteristics. 

(e) Descriptive characteristics could be scram- 
bled rather than scaled thereby forcing a 
decision. 

b. Multiple Choice method of rating form. Dr. 
Brandt favors this form which would cut across 
fields of characteristics, eliminating the difficulty 
of varying standards and forcing adverse decision 
where necessary. Quartettes of characteristics se- 
lected by the committee from descriptions of best, 
worst, and average students by clinical training 
directors would be set up such as: 

thoroughgoing 

nosey 

respects opinions of others 
ranting 

The characteristics would be weighted according 
to whether they describe a good O.T. or a poor 
O.T., or are not good discriminators at all. Each 
quartette would contain one good, one poor and 
two without weight. The descriptive words can 
be behavioral, adjectival, or judgmental, of which 
the first has the least possibility for error. A suffi- 
cient number of quartettes will give a dependable 
pattern of the individual rated. The evaluation of 
this report would be done in a central office by 
means of a key known only to the evaluator. The 
rater in this procedure would be “blindly” grad- 
ing a student. An over-all rating scale similar to 
our present form could be given on the same blank 
as an additional check. 

3. Use of present form with recent examination. Dr. 
Brandt reported that all past clinical training reports 
had been called in from each school and that these 
reports would be analyzed according to first and last 
reports on each student, all reports from each train- 
ing center, and all reports on each applicant. The 
results of the analyses would then be given to the 
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committee who would then decide how clinical training 

should be weighted for the registration examination. 

The committee then brought out various modifications 

of the present rating scale in current use which they 

felt Dr. Brandt should consider in his analysis: 

a. “Plus and Minus” rating used in conjunction with 
the check. 

b. Placement of check within box to indicate posi- 
tion on scale. 

c. Refusal of 


characteristics. 


certain centers to grade certain 
d. Certain characteristics graded only as “‘satisfac- 

tory” or “unsatisfactory” by some centers. 

4. Interview Procedure—Dr. Brandt presented an inter- 
view procedure as a desirable development within the 
registration examination. This interview would pro- 
vide a rating of the personality qualifications of the 
applicant. It would be designed to rate: 

a. Appearance, bearing, etc.—how does she look?” 

b. Voice, speech—‘how does she sound?” 

c. Presentation of ideas—how does she 

d. Ability 


she react?” 


e. Ability to make decisions—“how does she think?” 


react?” 


to get along with others—“how does 


This interview would be given in a conversational 
situation with disguised probing questions, and would 
have to be administered by specially trained board 
or boards of interviewers. 
5. Conclusion—Dr. Brandt made a recapitulation of the 
choice requirements for any rating project. 
a. Objectives to be measured must be defined. 
b. Specific 


c. Devices 


series of specifications must be set up. 
to measure specifications must be de- 
veloped and utilized. 

d. Results of measurement must be appraised. 


Adjourned at 12:15 p.m. 


Sunday, March 16, 1947—2:00 p.m. 

For your convenience, the minutes of this meeting are 
condensed and will include the recommendations that 
developed, followed by action taken, at the Steering Com- 
mittee meeting during the evening meetings. 

Item 1. It was brought before the committee that 
the practice of sending out unprepared students to the 
clinical training centers was still continuing. 

Recommendation: The Clinical Training Committee 
respectfully requests a report in regard to the recom- 
mendation which was accepted by the Steering Committee 
in August to the effect that the A.M.A. be requested 
to write to each school emphasizing the requirement that 
no student may be sent to a clinical afhliation without 
having an adequate background of skills and the theo- 
retical work in that area. 

Action: Steering Committee will write to A.M.A., 
if no results the Steering Committee will write to each 
school emphasizing that this is a requirement of the 
A.M.A. 
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Item 2. This brought about a general discussion on 
clinical field training problems which all pointed toward 
A.M.A. essentials. 

Recommendation: It is recommended by the clinical 
training committee that a study be made of the A.M.A. 
essentials and that changes be considered in the follow- 
ing sections: 

III. Faculty—Change the The 


staff should include, among its regular salaried 


following sentence: 
instructors, an administrator or coordinator of 
the course who should be a registered occupational 
therapist or eligible for registration, preferably 
employed on a full-time basis. .. . 

To read: The staff should 


regular salaried instructors, an administrator or 


include, among its 
coordinator of the course who should be a regis- 
tered occupational therapist, employed on a full- 
time basis. . . 
VII. Curriculum — 2. (C.) Clinical Training—The 
Committee would like to recommend that serious 
consideration be given to the length of clinical 
training assignments. It is the feeling of the 
committee that no clinical training assignment 
should be less than for 2 months and that for 
psychiatric affiliations the student must have at 
least 3 months. 
Action: A committee to be appointed composed of 
members of the Schools and Curriculum and Clinical 
Field Training Committees to review and revise the 
A.M.A. essentials. 
Item 3. 


dents at the clinical field training centers was discussed 


The problem of preparing schedules for stu- 


in connection with the previous recommendation and 
brought out the following separate recommendation: 

Recommendation: The Clinical Training Committee 
respectfully recommends that consideration be given to 
the preparation of a uniform blank on individual student 
information to be filled out by the school and sent to 
the clinical training director at least 1 month before the 
arrival of the student. The following facts should be 
included: 


1. Family history 


2. Religion 

3. Health 

4. Background of education and work experience 
5. Completed occupational therapy courses 

6. Training schedule 

7. Pertinent factors about personality (This is to be 


used only if clinical director wants it.) 
Action: Returned to us to compile, and submit to 
Steering Committee at next meetings. 

Item 4. 
Program. 
1. A.O.T.A. Registration. 


A. Written Examination. — 


Current projects of Educational Research 


Recommendation: 


The Clinical Training Committee 
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would like to express their appreciation of work done to 

date anu our realization that it is being carried forward. 

Action: Accepted. 

B. Student Evaluation Form. — 

Recommendation: The Clinical Training Committee 
recommends that the present clinical training rating 
form be used in conjunction with an interpretational key 
until such time as this method can be tried out; when 
further consideration can be given to the necessity for 
a new form. This key should be prepared immediately 
for use with the present rating form, and should be 
included in Directors’ Manual being prepared to ac- 
company clinical training essentials. It is also recom- 
menzed that when the present supply of rating blanks 
is used up the recommended changes submitted and 
accepted at the last meetings in August should be 
considered. 

Action: Accepted. Interpretational key to become 
work of Clinical Training Committee. Regret oversight 
of changed blank previously accepted. « 

Recommendation: The Clinical Training Committee 
recommends the adoption of a 20% weight for clinical 
field training on the Registration Examination until 
further study is done on standardization of rating pro- 
cedure, ultimately raising the weight to 33-1/3%. 

Action: Accepted and referred to the Executive Com- 
mittee for approval. 

2. A.M.A. Survey — A compilation of facts and figures 
presented at Saturday evening joint meeting. 
Recommendation: The Clinical Field Training Com- 

mittee recommends that this should be re-studied and 

corrected. 

Action: Accepted. 

3. Essentials of Clinical Training. (See minutes of 
Saturday 9:00 a.m. meeting.) 

Recommendation: The Clinical Field Training Com- 
mittce respectfully presented the corrected final es- 
sentials, but asked that action be withheld until Direc- 
tors’ Manual is prepared. 

Action: Will wait for Manual for final decision. 
Much discussion resulted on 6. under Clinical Affiliations 
(See minutes of Saturday, 9:00 a.m. meeting.) 

4. Skills Survey 
Recommendation: The Clinical Training Committee 

appreciates the value of this study, but as a result of 

discussion about the form to be used it is felt that a 

meeting of representative clinical training directors with 

Miss Hurt and Dr. Brandt could eliminate existing mis- 

interpretations. 

Action: Suggestion will be accepted and a forth. 
coming meeting planned. 

Item 5. Proposed Projects of Educational Research 
Program. 

General recommendation: The Clinical Training Com- 
mittee respectfully recommends that consideration be 
given to the Proposed Projects in the following order 
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with due regard to finance, personnel and adequate con- 

sideration of time element. Specific recommendations re- 

garding each will be treated separately. 

Action: Accepted. 

1. Civil Service classification. (No. 4 on Proposed 
Projects.) 

Recommendation: The Clinical Training Committee 

recommends that this be given preference of all studies. 

Action: Accepted. 

2. Graduate Study. (No. 3 on Proposed Projects.) 

a. The Clinical Training Committee recommends 
that consideration be given to graduate training 
for the registered occupational therapist. Specifi- 
cations should be prepared covering appropriate 
essentials, to be included in a graduate hospital 
affiliation. These to be published in AJOT. Inter- 
est of hospitals should be invited in offering such 
a program. It is suggested that an individual 
undertaking the training should affiliate for a 
minimum of one month at each of 3 hospitals in 
succession. A small charge should be made to the 
individual participating, this fee to be divided to 
cover cost of program. An advisory committee, 
consisting of educators, clinical training directors, 
with medical consultation should be appointed. 

b. The Clinical Training Committee recommends 
consideration be given to the development of a 
rotation affiliation plan among a group of insti- 
tutions, whereby one or more graduate therapists 
from each institution may rotate through all par- 
ticipating institutions remaining for a minimum 
of 2 months in each. Thus each therapist will 
retain her salary and all staff levels will be main- 
tained. Appropriate essentials to be prepared as 
in previous plan. 

c. We recommend that occupational therapy schools 
be invited to offer in cooperation with selected 
clinical training centers “refresher” courses of one 
week, 

d. We recommend that serious consideration should 
be given to the development of these projects in 
the neuro-psychiatric field with other fields con- 
sidered as soon as practical. 

Action: Accepted and turned over to the Schools and 

Curriculum Committee. 

3. Training and Selection of Occupational Therapists 
for Academic Assignments. (No. 2 on Proposed 
Projects.) 

Recommendation: The Clinical Training Committee 

respectfully suggests that it be included on this project. 

Action: It was an oversight that we were not in- 

cluded in committees involved. 

4. Student Selection: (No. 1 on Proposed Projects.) 
No comment, 

§. Vital Statistics: (No. 5 on Proposed Projects.) 


No recommendations, but would like to suggest the 
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feeling of the committee was that this be held until 
last as far as preference is concerned. 

Your chairman would like to thank all members, par- 
ticularly those able to attend these meetings, for their 
splendid cooperation in these matters, and their willing- 
ness to assist with all the work involved. It is the wish 
of your chairman to have suggestions for additional 
members who may be of help in working on the problems 
of this committee. Respectfully submitted, 
Subcommittee on Clinical Field Training 


Margaret Gleave, O.T.R., Chairman 
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SUBCOMMITTEE ON 
CLINICAL FIELD TRAINING 

The Subcommittee on Clinical Field Training has 
been hard at work on an Interpretational Key to be 
used with the student rating form in grading students 
on their Clinical Field Training. 

The essays on the “best, worst and most average 
students ever trained,’ written by all clinical training 
directors proved of value to the committee in giving us 
a good selection of terms with which to describe the 
qualities on which students are rated. 

The Interpretational Key is at present being sent to 
all members of the Educational Committee for final 
approval before being released for use. 


information and interest, we submit here two qualities 


But for your 


chosen at random: 
Economy of Materials 
S. Knows the value and special qualities of materials 
in stock and always uses them appropriately with 
minimum of waste. Always resourceful and dis- 
criminating in salvaging and using waste and 
material. 

AA. Knows the value and special qualities of materials 
in stock and usually uses them appropriately, gen- 
erally avoiding waste. Usually resourceful and dis- 
criminating in salvaging and using waste material. 

A. Usually knows the values, special qualities and 
appropriate uses of materials. Occasionally wastes 
material through carelessness, error or impractical 
design and must be closely supervised. Not re- 
sourceful about using or salvaging material. 

BA. Rarely knows the value and special qualities of 
materials and needs help in planning their ap- 
propriate use. Tends to waste material through 

error or impractical design and must be closely 
supervised. Not resourceful about using or sal- 
vaging material. 

F. Ignorant or indifferent to the value and special 
qualities of all but the most common materials. 
Does not use them appropriately and makes many 
errors in design and cutting unless closely super- 
vised. Unreasonable about the materials available 
and makes no attempt to salvage. 
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Health 
S. Has plenty of energy for both work and recrea- 
tion. Does extra work cheerfully and efficiently. 
Seldom shows fatigue, rarely ill. 

AA. Plenty of energy for routine work and recreation. 
Tolerates considerable extra work and deviation 
in routing without showing more than temporary 

Seldom ill. 


A. Sufficient energy for work and recreation. 


fatigue. 
Tol- 
erates some deviation in routine without showing 
ill effects. Does not show cumulative fatigue. 

Occasionally absent for colds or minor illnesses. 
BA. Seldom has sufficient energy for both work and 

recreation. Extra work or, deviation in routine 


overfatigues. Fatigue tends to be cumulative. 
Frequent minor illnesses. 
F. So little energy that it interferes with work and 
the smooth running of the department. Frequently 
ill. Chronic fatigue with so many complaints that 
suspicion of neurosis is aroused. 

A new method of grading has been worked out in 
which a fifteen-point scale will be used as follows: 
Superior Above Avg. Average Below Avg. Failure 
15-14-13 12-11-10 9-8-7 6-5-4 3-2-1 

The number placed in the box after each quality will 
be chosen to represent the student’s grade, i.e., if one is 
to be graded above average +, 12 would be selected... 
average —, 7 would be the number used and so on. 

In order to save a great deal of statistical work in 
the National Office in computing the weight each student 
will receive on her registration exam we will ask the 
training director to total the figures which appear in 
each of the five columns and then place the grand total 
of these five in the lower right hand corner. We feel 
sure each clinical director will cooperate and thus lessen 
the load in the National Office. 

This evaluation will be used for one year after its 
inauguration and at the end of that time a study will 
be made by the committee to determine what changes 
will be needed. 

Other matters under way by the committee are: 

1. Essentials of Clinical Field Training. This is in 
final form and will be released very soon. 

2. Directors Manual will explain the Essentials in full. 
Nearly completed. 

3. Method of Accrediting Clinical Field Training Centers 
by A.O.T.A. to be considered at National Conven- 
tion in November. 

The committee would welcome hearing from any 
clinical field training directors or school directors regard- 
ing any training problems, or giving us any information 
they may have that helps in an intelligent solution of 
these matters. 

Communications should be addressed to the chairman. 

Respectfully submitted, 
G. Margaret Gleave, O.T.R. 


101 West 14th Street Wilmington 41, Delaware 
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Neuropsychiatric Subcommittee 
of the Research Committee 

This committee finds itself to be charged with 
a responsibility towards research in a general 
field which might most aptly be described as the 
scientific investigation of personality. It is only 
in the last twenty-five years, roughly, that any 
considerable body of research has been carried 
out in this whole area. These are precisely the 
years in which occupational therapy has been 
yetting its initial foothold. In occupational 
therapy, while practical procedures have been 
based on highly probable hypotheses, and many 
very satisfactory results have been obtained, still, 
we have made little effort to ask ourselves the 
right questions; to clarify and set problems; to 
assemble pertinent and comparable data; to 
analyse and evaluate the data; to prognosticate 
from analyses for future lines of investigation 
or for practical therapeutic application. 

There are many good reasons why a serious 
program of research has yet to be launched in 
the field of the therapeutic use of activity. 
Firstly we completely lack a body of trained 
research workers. That is the natural conse- 
quence of the history of our educational pro- 
gram. Our profession is developing, as most 
professions have, first by preparing its person- 
nel through the apprenticeship method, then 
by the private school and finally by the college 
and university. We have just reached this last 
stage, during which it becomes possible to de- 
velop the field through scholarly research and 
publication. It is one of the most important 
functions of any profession to establish the 
scientific underpinnings of its own  pro- 
cedures and to relate these to the larger body 
of scientific material amassed by neighboring 
fields. It is in the universities that the scien- 
tific attitude and methods of research are 
taught. While good investigations have been 
and will continue to be carried on in the pri- 
vate laboratory or study by individual workers, 
problems are becoming increasingly cumber- 
some, interrelated and expensive. Much of 
the work in all fields must be carried out by 
staffs in foundations and bureaus where there 
is access to equipment and facilities both for 
the research and the statistical handling of it. 

Now that occupational therapists are being 
educated in colleges and universities there will 
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develop a small but growing body of research 
minded workers who will get their induction 
into methodology in graduate schools and their 
experience by working as members of research 
staffs. The question arises, — should we wait 
for future students to exert pressure on uni- 
versities to adapt their graduate courses to our 
needs, or is it the concrete function of the re- 
search and graduate study committees of 
AOTA to take an active role in stimulating 
and guiding the development of such programs 
in particularly favorable institutions? If we 
continue a normal healthy growth this will be 
one of our next steps and it will eventually be 
taken. Since we are late in coming to scien- 
tific awareness in comparison with other re- 
lated professions, there is danger that some of 
the most important and interesting phases of 
occupational therapy, such as group therapy, 
art and music and bibliotherapy, aspects of re- 
habilitation, etc., will be explored by and as- 
similated into other professions if we are not 
prepared to take full responsibility and initia- 
tive for them. It would seem that perhaps 
the most vital long-range function of such a 
committee as this would be to act as a catalytic 
agent to hasten and strengthen the maturing 
process that would normally come about any- 
way but perhaps too late to enable us to hold 
our own with allied professions that are al- 
ready scientifically adult and competitively ac- 
tive. 

Such catalytic functions could be as fol- 
lows:— 

A canvass of the universities to discover 
graduate programs already existing whch are 
most suited to our needs as well as university 
personnel interested in our general field or 
specific aspects of it who could modify and en- 
rich existing graduate programs. 

A canvass of foundations, research bureaus 
and social agencies which might provide facili- 
ties for research programs. 

A canvass of possible sources of financial 
support for future research programs. 

A canvass of scholarships and fellowships 
available to students or therapists qualified to 
undertake graduate work. 

A canvass of our membership to establish a 
census of those individuals who already have 
some of the qualifications and training neces- 
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sary for research and an interest in doing it. 

A canvass of existing surveys of the litera- 
tures of research done in this and related fields. 

A report on those areas in which no surveys 
have been made and a rough estimate of the 
magnitude of such surveys as would be essen- 
tial before undertaking research. 

There are also miscellaneous ways in which 
a committee such as this can be useful. If 
some therapist has a project in mind and is 
unsure as to its advisability, the committee 
should be able to advise her where to go for 
help. The ability of the committee to furnish 
such service would depend on the relation be- 
tween the demands put upon it and the time 
and facilities at its disposal. 

Since much of the research in the behavior 
fields is being carried out by groups of work- 
ers in allied professions, the chances are likely 
to become greater that the occupational thera- 
pist will be called upon to be a part of a re- 
search team on a project undertaken by another 
department in her institution but involving 
her work with the patients. She may find her- 
self working as a colleague with workers 
trained in scientific procedure who expect a 
type of collaboration from her for which her 
training has not fitted her. It should be the 
function of this committee to give counsel 
when appealed to by a therapist in such a sit- 
uation, to direct and aid her to methods of 
equipping herself to handle the problem. 

Serious research requires specialized train- 
ing, proper facilities and such a vast amount 
of time that the therapist upon whose shoulders 
rests the brunt of the burden of treating 
patients can be excused for wondering whether 
in her busy day’s program she comes into the 
picture at all. There are certain ways in 
which she has to come into the program if we 
are co go forward. It is her intelligent appli- 
cation of the knowledge gained through re- 
search to her therapy that justifies such tre- 
mendous expenditure of effort and time of the 
research worker. The therapist too must ac- 
quire the scientific attitude. She needs to de- 
fine her problems clearly, recognize the varia- 
bles involved, estimate the degree and nature 
of personal bias that enters into her observa- 
tions and into the sources of her information, 
distinguish clearly between factual and inter- 
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pretive material in her reports, maintain time 
sequences in her reporting, develop the habit 
of dating and recording her plan of treatment 
in the patient’s record, evaluating results at 
given intervals and recording proposed modifi- 
cations of treatment plan when necessary. From 
well compiled case histories it is possible +o 
select “type cases” which are useful for com- 
parative and intensive study. In order to 
know what material will be meaningful in her 
case histories the therapist needs to know to 
what “school” the psychiatrist belongs who is 
handling the case, or at least she must know 
the general procedures of the psychiatric staff 
with which she works. She needs to follow 
the journals of those schools as well as her own 
journals. If the therapist is up to date in her 
thinking, her notes will become meaningful 
and reliable, the medical staff will learn to de- 
pend upon them and make use of them both 
as aids towards understanding and treating the 
case involved and as source material for re- 
search. Probably no one thing would raise 
and vitalize the professional performance of all 
occupational therapists so much as a concerted 
and individual attack on the matter of case 
records. It would be the function of this com- 
mittee to cooperate with groups within hos- 
pitals or with state or regional associations 
that would be interested in undertaking study 
programs on the subject of purposes, structure 
and techniques of keeping case records of 
neuropsychiatric patients. Contact the com- 
mittee chairman. 

(Mrs.) Elsa H. Hill, O.T.R., Chairman 

Edna L. Vehlow, O.T.R. 

Gail S. Fidler, O.T.R. 

Ella Pleissner, O.T.R. 
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Miss Bertha J. Piper, O.T.R., Editor 


WASHINGTON 
Delegate-reporter: Edna-Ellen Bell, O.T.R. 

On December 7, 1946, the Pacific North- 
west Occupational Therapy Association voted 
to amend its constitution so that its name is 
now the Washington Occupational Therapy 
Association. 

It was felt that geographical distances were 
far too great to have adequate and frequent 
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meetings of such a widespread group, and that 
if officers were chosen with an eye to closer 
grouping, all business matters and O.T. 
projects would be facilitated. The association 
Originally included British Columbia but these 
members have now formed a local group of 
their own as a part of the Canadian Association. 
The O.T.R.’s from Oregon and Idaho will re- 
main members of the Washington Association 
until such time as they may form their own 
associations. 

The annual meeting in March was held at 
the New Yorker. It was a luncheon meeting 
at which time Mr. George Alst, Secretary of 
the Washington Mental Hygiene Association, 
spoke of the work of his organization and its 
deep interest in the field of occupational 
therapy. It was interesting to note his in- 
creased attention when Miss Bass, our President, 
had each girl stand and identify herself with 
her graduate school and her present hospital 
employment and field of occupational therapy 
interest and emphasis. It was decided at this 
meeting to contact the British Columbia group 
in Canada to see if a regional meeting might be 
arranged for June in order to bring as many 
girls from the whole Pacific Northwest as possi- 
ble into one common grouping. 

On Friday, May 30th, about 19 of us from 
Oregon and Washington made the trip by car, 
boat and plane to Vancouver, British Colum- 
bia. We were the guests of the British Colum- 
bia Association at a formal dinner at the Geor- 
gian Hotel. It was a beautiful dinner pre- 
sided over by the very charming and delightful 
Miss Jo Forbes who is the head occupational 
therapist at Shaughnessy Military Hospital, 
(D.V.A.) She saw unusual and interesting 
service in London during the war, having been 
sent to London by the Canadian Government 
where she was asked immediately to set up an- 
other school of occupational therapy for the 
emergency. The stories she has to tell about 
her experiences there during the war are amaz- 
ing. She was a member of the British Army 
and had gone over to do treatment work when 
confronted with their orders to set up a school 
for trainees. It was a delicate situation as the 
English schools were already in existence and 
only her own charming diplomacy and ability 
saved her from a most embarrassing situation. 
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She carried on successfully for three years and 
is now back to bring a contribution to us in 
the Northwest that we wish might be shared 
by all of you in the Association. 


The highlight of the evening was the address 
by Dr. H. W. Hatfield, Director of Tuber- 
culosis Control of the Province of British Co- 
lumbia. He spoke of the remarkable program 
set up in their province for care of the tuber- 
culous and more particularly of the families 
who receive an allotment from the government 
to cover their care while they are without a 
breadwinner. The patient, too, receives a 
small allowance to purchase needs while hos- 
pitalized and is relieved of worries concerning 
insurance, etc. This makes for a better and 
earlier acceptance of care and isolation and un- 
til he is again able to accept some sort of em- 
ployment he is considered as a social problem 
of the province along with his family. This 
program is so remarkable that it is one that 
progressive states within our borders should 
certainly take as an example. Dr. Hatfield is 
a speaker who should be considered for a na- 
tional meeting in the future and we hope our 
suggestions to the present program committee 
chairman will bear fruit for the rest of you this 
coming fall in San Diego. Don't miss him 
if they are lucky enough to get this able and 
splendid man! 

In Vancouver, as in Toronto, there is a 
Workman’s Compensation Clinic with occupa- 
tional therapy well represented. Miss Helen 
Stewart, the director of that program, spoke of 
her work in this rehabilitation centre (as 
spelled in Canada) and we were sorry to hear 
that her department had to be closed the next 
morning so that we were unable to visit there. 
We did, however, make a visit to Shaughnessy 
Military Hospital, (D.V.A.) and saw these 
charming Canadians at work. To us on the 
west coast, not too familiar with graduates of 
the Toronto school, the uniform with its or- 
gandy veil as worn by these girls, gave us a 
feeling of having really been far afield from 
our own home — and yet it took us but five 
to seven hours of travel time. We were sorry 
not to be able to go on over to Victoria on Van- 
couver Island so that we might visit other hos- 
pitals there too. Possibly we will do that in 
our next regional meeting as everyone felt it 
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more than worthwhile and we are planning it 
for each year from now on. We hope that 
next time we will be lucky enough to find a 
double weekend holiday again as it seemed 
more like a real vacation than many of us have 
had in some time and gave those coming up 
from Oregon a much easier time in transporta- 
tion connections. An international flavor to 
our profession has been granted to us in the 
Pacific Northwest that we wish we might share 
with you all. « 
The officers of the association are: 
President—Margaret I. Bass, O.T.R., Madigan General 
Hospital, Fort Lewis, Washington. 
Vice-President—Catherine Pianetti, O.T.R., Madigan Gen- 
eral Hospital, Fort Lewis, Washington. 
Sec.-Treas.—Mrs. Elmer Butler (nee Su Hendrickson), 
O.T.R., Mountain View Sanatorium, Tacoma, Wash- 
ington. 
Delegate—Edna-Ellen Bell, O.T.R., College of Puget 
Sound, Tacoma, Washington. 


MARYLAND 

Delegate-reporter: Muriel E. Zimmerman, O.T.R. 
Meetings 

The M.O.TSS. has held four meetings in the 
past six months. On January 16, a dinner 
meeting was held at the Saratoga Inn in Balii- 
more. Mr. Brauwer, Supervisor of Art at 
State Teachers College, Towson, Maryland, 
spoke on the various color mediums and their 
uses. It was a most delightful and informative 
talk with many “down to earth” suggestions. 

A second meeting was held February 26, at 
the same place. Miss Elizabeth Messick, 
O.T.R., chairman of the Legislative Commit- 
tee of the A.O.T.A., spoke on “The Need for 
Legislation for O.T.'s.”. The Legislative Chair- 
man of the Maryland Society followed with 
her report, and the necessity for legislation was 
discussed by the group. A discussion of change 
of time for election of officers and length of 
term of delegate, in accordance with the de- 
cision of the House of Delegates at last year’s 
meeting, resulted in the appointment of a 
committee to review the Constitution. 

On April 23, we again met at the Saratoga 
Inn. Miss Willoughby Todd, from Washing- 
ton, D. C., gave a rather unusual and new ver- 
sion of “Emily Dickinson, her Life and Poems.” 
Legislative activities were again discussed. 

On June 4, a meeting was held at the Ker- 
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nan Hospital for Crippled Children, Baltimore. 
A box supper preceded the meeting. As usual, 
Baltimore's temperamental climate ran on 
schedule. However, this did not blight the en- 
thusiasm for the very interesting and construc- 
tive movie, presented by Mr. Braun, from the 
State Rehabilitation headquarters, which so 
well illustrated the broad scope of the state 
program. The meeting was adjourned until 
October, 1947. 

Civil Service 

The Maryland Occupational Therapy Society, 
desiring the recognition of the Maryland medi- 
cal groups, has requested the Committee on 
Physical Therapy of the Maryland Medical and 
Chirurgical Faculty, to act, also, in an advisory 
capacity to Occupational Therapy. The Coun- 
cil of the Medical and Chirurgical Faculty has 
asked the chairman of this committee to com- 
ply with this request. 

Community Programs 

A Maryland hospital was one of fourteen 
exhibitors invited to demonstrate Physical 
Medicine at the A. M. A. Convention in At- 
lantic City in June. Half of the exhibit was 
devoted to occupational therapy. Favorable 
comments were expressed by the visitors. 

The Variety Club of Baltimore has spon- 
sored the Occupational Therapy Program for 
1947, by contributing sufficient funds for an 
assistant registered therapist, and student main- 
tenance, at the Kernan Hospital for Crippled 
Children. 

A concert was given by music students in 
Baltimore, during December. The entire pro- 
ceeds were sent to Mrs. Marshall L. Price, 
O.T.R., Advisor to the Committee on Music in 
Hospitals and Institutions, and Director of Oc- 
cupational Therapy, Sheppard and Enoch Pratt 
Hospital, to be used for special studies in the 
field of Music as Therapy, for psychiatric 


OFFICERS: 


President—Ruth Brunyate, O.T.R., Children’s Rehabili- 
tation Institute. 

Vice-President—Alice Bosley, O.T.R., Sheppard Pratt 
Hospital. 

Secretary—Virginia Weidman, O.T.R., Rosewood State 
Training School. 

Treasurer — Elizabeth Owens, O.T.R., Johns Hopkins 
Hospital. 

Delegate—Muriel E. Zimmerman, O.T.R., Kernan Hos- 
pital for Crippled Children. 
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KANSAS 
Delegate-reporter: Myrl Anderson, O.T.R. 

The K.O.T.A. has held one meeting during 
the past six months, in March, at which time 
the O. T. Department of Winter Veterans’ 
Hospital of Topeka was host to the Association. 
The Association now numbers thirty-two mem- 
bers and includes persons from allied fields 
who are interested in occupational therapy and 
want to help promote its development in the 
state. 

Since many therapists in this Association 
are connected with psychiatric hospitals, the 
choice for the speaker of the meeting was Dr. 
Edward Greenwood, Director of Southard 
School in Topeka and consultant in the Medical 
Rehabilitation at Winter Hospital. His sub- 
ject was “Therapeutic Attitudes in the Treat- 
ment of Mental Patients.” Doctor Greenwood 
emphasized the importance attitudes play in our 
relationships with patients. If the attitude to 
be assumed is indicated by the physician in fill- 
ing out the prescription blank, it is possible 
for a consistent attitude to be maintained by 
everyone who contacts the patient. The 
patient receives security from this consistency 
of understanding of his behavior, and the thera- 
pists, nurses and attendants are enabled to work 
as a team in carrying out the treatment pro- 
gram. Doctor Greenwood expressed the im- 
portance of occupational therapy in treatment 
of mental patients, and inspired us to a further 
appreciation of our responsibilities and oppor- 
tunities to help the patient. 

Following this talk we were taken on a tour 
of the Winter Hospital Medical Rehabilitation 
Department, and had pointed out to us the 
various shops and facilities of this hospital. 
The department is made up of four sections, 
each one equipped to take care of needs of dif- 
ferent types of patients, viz. Manual Arts: 
photography, woodwork, radio, print shop, 
leather craft, ceramics, auto mechanics; Crea- 
tive Work: painting, drawing, modeling; Edu- 
cation: music, dramatics. 


OFFICERS: 
President—Belle Stewart, O.T.R., Wadsworth, Kansas. 
Secretary-Treasurer—Mrs. LaVerna I. Wallace, O.T.R., 
Kansas City, Missouri. 
Delegate—Myrl Anderson, O.T.R., Topeka, Kansas. 
Alternate Delegate—Mrs. Nina Crawford, O.T.R., Kan- 
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Board of Managers—Mrs. Phyllis McCormick, O.T.R., 
Kansas City, Kansas; Louise McMillen, O.T.R., Topeka, 
Kansas; Florence Magilton, O.T.R., Wichita, Kansas. 


WESTERN NEW YORK 
Delegate-reporter: Cornelia Smith, O.T.R. 

The February meeting of the W.N.Y.O.T.A. 
was held at the Rundel Library in Rochester. 
The most important item of the business meet- 
ing was the approval of the by-laws of our 
new constitution. This was followed by a 
program which included a guest speaker, Mr. 
William H. Emerson, Corporation Counsel for 
the City of Rochester, whose subject was 
“What a War,” and the showing of a film, “Not 
by Books Alone.” A tour which was arranged 
for members of the Association included visits 
to the Rochester State Hospital, Cerebral Palsy 
House, and the Rochester Rehabilitation Cen- 
ter. 

For the May meeting, we were entertained 
at Clifton Springs Sanitarium, Clifton Springs, 
New York. The program of this meeting was 
planned to commemorate the 30th anniversary 
of the founding of the American Occupational 
Therapy Association at Clifton Springs in 

Following an address of welcome by Dr. 
Samuel A. Montford, Acting Superintendent 
of Clifton Springs Sanitarium, papers were 
read by Dr. William Rush Dunton, Jr., one of 
the Founders, and by Mrs. George Barton, 
widow of another of the founders. They gave 
most interesting accounts of how the A.O.T.A. 
came into being. Miss Virginia Scullin, Direc- 
tor of Occupational Therapy, Department of 
Mental Hygiene of New York State, gave a 
paper on the development of Occupational 
Therapy in the New York State Hospitals 
since 1917. 

OFFICERS: 
President—Mrs. Mary B. Satterfield, O.T.R., Clifton 

Springs Sanitarium, Clifton Springs, N. Y. 
Vice-President and Delegate—Cornelia Smith, O.T.R., 

Willard State Hospital, Willard, N. Y. 
Secretary—Ann Nixdorf, Children’s Hospital, 219 Bryant 

St., Buffalo, N. Y. 

Treasurer—Walter Burkhardt, Buffalo State Hospital, 

Buffalo, N. Y. 


Alternate—Mrs. Theresa E. Pratt, O.T.R., Buffalo State 
Hospital, Buffalo, N. Y. 
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OHIO 

Delegate-reporter: Marie Louise Franciscus, O.T.R. 

The Ohio Occupational Therapy Association 
is divided, coincident with the number of thera- 
pists in a region, into five district groups: 
Cincinnati, Cleveland, Columbus, Dayton, and 
the therapists of Kentucky. Each group has a 
chairman and determines the number and type 
of meetings that it will hold throughout the 
year. New districts may be formed when a 
sufficient number of therapists localize in an 
area which is not closely situated to an already 
organized center. 

State Meetings. Two annual meetings are 
held for the membership of the entire associa- 
tion. The spring meeting is always held in 
Columbus in conjunction with the convention 
of the Ohio Hospital Association. The fall 
meeting rotates between the cities in which 
are located the remaining district groups. On 
April 9th and 10th, the 1947 spring meeting 
was held in Columbus and presented an inter- 
esting and varied program, including the fol- 
lowing speakers: 

Miss Jane Meyers, O.T.R., Director of O.T. 
for the Veterans Administration, discussed the 
present organization of occupational therapy 
in VA and plans for the future. Future plans 
include very active ward programs, O.T. 
clinics and shop retraining programs, all of 
which will work in close conjunction with 
each other. 

Dr. Harold Edgerton, Department of Psy- 
chology, Ohio State University, presented 
“Testing and Vocational Counseling,” showing 
the necessity for awareness of the vocational 
and industrial trends particularly in the local 
employment picture. Dr. Edgerton included 
in his discussion the “plan for man” known as 
SKJATI — Skill, knowledge, judgment, apti- 
tude, traits and interests. 

Other subjects of interest on the program 
were papers on “Nerve Regeneration,” “Shop 
Material and Equipment,” “Problems of Rheu- 
matic Fever Convalescence,” and a highly in- 
teresting exhibition of Mexican handicrafts. 

District Meetings. The Cincinnati group is 
experiencing a period of reduced membership 
and is not, at the moment, holding regular 
meetings. However, there has been increased 
community awareness of the need for occupa- 
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tional therapy and therapists, so we have every 
reason to hope that the group will become 
more active. Mrs. Dorothea VonFischer has 
been most instrumental in the growing aware- 
ness of the city to O.T. 

The Cleveland group has tried a new type 
of meeting which has met with much success. 
The meeting takes the form of a “Problem 
Clinic” in which problems are put before the 
group and suggestions are given for the solu- 
tion. Many of the problems which are dis- 
cussed prove to be more or less universal and 
they find it has helped considerably to talk 
them over and get some fresh ideas. 

The Columbus group is the most recently 
organized division and has held four very in- 
teresting meetings spaced six weeks apart. One 
meeting was held at the Franklin County 
Cerebral Palsy Center, at which time Miss 
Grace Roberts, O.T.R., and Mrs. Jean Ham- 
mond, P.T.R., reviewed the organization of the 
center, equipment used, and treatment as ap- 
plied to specific cases. A recent meeting was 
held in the form of a picnic, in conjunction 
with the P.T. group of Columbus. 

The Dayton group holds meetings every six 
weeks, with an alternation of business and so- 
cial meetings. 

Word has just been received from the Ken- 
tucky therapists that, at a recent meeting, the 
decision was made to form their own state 
association. They have given notification of 
their withdrawal from the Ohio Association 
and will no longer be reported from this 
source. We are sorry to have them leave our 
association, but at the same time are happy for 
them and glad that their membership has ex- 
panded sufficiently to support a state associa- 
tion. 

Educational Activities. The occupational 
and physical therapists of Columbus joined 
forces during the winter months to take a re- 
view course in Neuro-anatomy. The course 
was presented, at the request of the group, by 
Dr. Linden F. Edwards; Department of Anat- 
omy, Ohio State University. It was given in 
ten two hour periods, was highly intensive and 
instructive, and kept all attentive brain cells 
working overtime. 

Publications. Rather than publish a sepa- 


rate state O.T. bulletin, the membership of 
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Ohio has found it advantageous to combine its 
efforts with those of the O.T. students of O.S.U. 
The students publish a quarterly paper, SOTA 
Sampler, in which is included campus news 
and state news. In this way the students be- 
come aware of O.T. activities throughout the 
state and the graduate therapists are informed 
of changes and developments on campus. This 
has been a worthwhile and instructive merger 
from all points of views. 


Research Committee. A committee, headed 
by Miss Martha Jackson, O.T.R., has been 
formed to provide a guide for the development 
of occupational therapy in state psychiatric in- 
stitutions. The purpose of such a guide is to 
aid and provide information to superinten- 
dents, medical staffs and hospital personnel re- 
garding the necessities for a well-integrated 
program of occupational therapy. 

Community Cooperation. Occupational 
Therapy Volunteer Aid services continue to be 
active and courses are being given in Cleve- 
land and Dayton. Aside from the invaluable 
aid which volunteers extend overtly to a de- 
partment, these workers have proved them- 
selves to be an excellent means of community 
education. Their contacts are wide and they 
gain many new friends for the profession. 

Many of our therapists have and are con- 
tributing to community programs and commit- 
tees: 

Miss Eva Otto, O.T.R., and Miss Martha 
Jackson, O.T.R., are members of the Cerebral 
Palsy Advisory Committee for the Franklin 
County Society for Crippled Children. 

Mrs. Harold Edgerton, O.T.R., represents 
our profession on the Cerebral Palsy Advisory 
Committee of the Ohio Society for Crippled 
Children. 

Miss Margaret Waters, O.T.R., is publicity 
chairman for the Mental Hygiene Chapter of 
Dayton. 

An occupational therapist is a member of a 
study group which has been set up to investi- 
gate the needs of a Special Education program 
for the state schools. 

Lectures and courses of instruction have been 
given by therapists to various groups, both pro- 
fessional and lay, including the following: 

O.T. for the Aged, to the nurses of the 
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Metropolitan Life Insurance Company, by Miss 
Eva Otto, O.T.R. 

A Cerebral Palsy Unit as it Relates to the 
Work of Other Community Agencies, to the 
Council of Social Agencies of Columbus, by 
Miss Grace Roberts, O.T.R. 

Use of O. T. in Tuberculosis Hospitals, at 
the National Tuberculosis Rehabilitation In- 
stitute, by Miss Martha Jackson, O.T.R. 

Cerebral Palsy to Senior nursing students at 
White Cross Hospital in Columbus, by Miss 
Grace Roberts, O.T.R. 

OFFICERS: 
President—Alice M. Clement, O.T.R., Veterans Admin- 
istration Hospital, Chillicothe. 
Vice-President—Eva M. Otto, O.T.R., Room 105, Arps 

Hall, Ohio State University, Columbus, 
Secretary-Treasurer — Marjorie Hollis, O.T.R., Miami 

Valley Hospital, Dayton. 

Delegate—Marie Louise Franciscus, O.T.R., 165 E. Nor- 
wich Avenue, Columbus. 

Alternate Delegates—Minnie Fevold, O.T.R., 1641 In- 
dianola  Ave., Columbus; Mrs. Harold Edgerton, 

O.T.R., 1096 Wyandotte Road, Columbus. 


SHOP HINTS 


In our Shop Retraining Department we make 
beautiful fishing rods out of old parts of aero- 
planes. The antenna is used for the shaft of 
the rod while plastic parts are used to con- 
struct unusual handles. S.L.G. 


An excellent way to keep gimp untangled is 
to place the spools on the spool rack commonly 
used in warping looms. This makes the ma- 
terial more accessible, too, and insures an 
attractive display. J.-L. 


If you are not an expert letterer and wish 
neat signs quickly, you can purchase from a 
stationer black gummed letters in numerous 
sizes up to two inches in height which need 
only to be glued onto the surface desired. 


How to make cut flowers last longer—violets 
do not absorb water through their stems. They 
must be sprayed or the flowers and leaves must 
be kept close to the water. 
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UNIVERSITY OF SOUTHERN 
CALIFORNIA OCCUPATIONAL 
THERAPY DEPARTMENT 
University Park, Los Angeles 7, California 
PROFESSOR MARGARET S. Roop, O.T.R., Head 


Looking past the Trojan statue, symbolic of student 
activities at the University of Southern California, 
to the Edward L. Doheny, Jr. Memorial Library 
building. 


It took the impetus of World War I to estab- 
lish the first schools for formal training of occu- 
pational therapists; it took the next World War 
to establish schools beyond the frontiers of the 
Middle West. When the step was finally taken 
it was a Paul Bunyan one to the West Coast. 
The Occupational Therapy Department at the 
University of Southern California was one of 
that war-born group which swelled the number 
of occupational therapy educational training fa- 
cilities from six in 1940 to twenty-five at the 
present date. 

The propitious time and the efforts of many 
people culminated September 1942 in course 
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offerings in occupational therapy under the 
Physical Education Department in the College 
of Letters, Arts and Sciences of the University, 
leading to a B.S. degree with major in Occupa- 
tional Therapy. Particular credit is due Elsie 
Geerts, O.T.R., at Camarillo State Hospital, Dr. 
Glen Lukens, well-known ceramist and at that 
time Head of the Department of Fine Arts at 
the University, A. S. Raubenheimer, Dean of 
the College of Letters, Arts and Sciences, Dean 
Burrell O. Raulston of the School of Medicine, 
and Rufus B. von KleinSmid, President of the 
University. Much credit goes also to Mrs. Mary 
Abbey, formerly of St. Lukes Hospital, Chicago, 
who was the first registered occupational thera- 
pist at the University. 

Margaret S. Rood, O.T.R., taught some theory 
classes in the summer of 1943, and in Novem- 
ber of that year, the Department of Occupa- 
tional Therapy was established as a separate 
entity in the College of Letters, Arts and Sci- 
ences with Miss Rood directing the curriculum 
as professor and head of the department. Addi- 
tional curricula were approved at that time: 
Certificate Curriculum I, one college year of 
academic work plus clinical training for the 
advanced standing student who entered with 
her college degree; Certificate Curriculum II, 
four semesters (two college years) of academic 
work plus clinical training for mature students, 
graduates of high school with three years addi- 
tional business or professional training or ex- 
perience (included physical therapists and 
nurses not having college degrees); Certificate 
III, three college years plus clinical training for 
high school graduates. All prerequisites were 
given in the first year. Since the whole univer- 
sity was on an accelerated war-time program of 
three semesters per calendar year the intake and 
the output of therapists was materially in- 
creased. 

June of 1944 was exciting with final approval 
of the war emergency training course and ap- 
proval for the school by the American Medical 
Association. From then until March of the fol- 
lowing year a new group of war emergency 
students arrived every two months and from 
November to July a group left every two 
months for clinical training. All of this was 
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superimposed on the regular courses mentioned 
above. In March of 1945 eighty-seven new stu- 
dents enrolled in the department, thirty-seven 
of whom were sent by the War Department, 
and fifty of whom entered by regular channels. 
The program would have been impossible with- 
out the help of Charlotte Anderson, Physical 
Therapist, and Ricky Petterson who took over 
almost the entire Art Building with his eight 
hour Saturday Craft classes. 

In July, 1945, the first group of U.S.C. grad- 
uates, most of whom were in Texas or Cali- 
fornia Army hospitals, took the national regis- 
tration examination, and another registered 
therapist, Lorna McCleneghan, was added to the 
staff. 

During this time there had been numerous 
changes: the O.T. office was moved three times 
to better and larger quarters; the anatomy 
course had changed from the Zoology Depart- 
ment, and the kinesiology from the Physical 
Education Department to become a combined 
course in which dissection anatomy was taught 
by an anatomist from the Medical School. With 
the establishment of a Physical Therapy Depart- 
ment the course became Anatomy and Physi- 
ology for Therapists, with an anatomist teach- 
ing the anatomy and a physical therapist cor- 
relating the kinesiology. The final step was 
total correlation, with the physical therapist 
teaching both after having taken graduate work 
in the Anatomy Department. Occupational 
and physical therapy students take this course 
together, with six students to a cadaver for dis- 
section purposes. 

In November, 1945, Certificate Curriculums 
II and III were eliminated, leaving a five-year 
undergraduate course leading to a B.S. degree, 
and an advanced standing two-year course for 
college graduates. Also during this year the 
Masters degree curriculum was approved as a 
division major in Health, Physical Education 
and Therapy. The departmental O.T. major 
was approved the next year by the graduate 
council and curriculum committee, and Miss 
Wilma West, O.T.R., A.O.T.A. incoming Edu- 
cational Field Secretary, is the first graduate. It 
is possible now to take either a division or de- 
partment major. 

Our emphasis is on orthopedics since it is this 
field at this time which requires more assistance 
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in advanced study. The next to be established 
will be in the psychiatric field. 

Staff and quarter changes were again inevi- 
table with the heavy enrollment of students. 
Since it was out of the question to build, two 
houses and a four apartment building were pur- 
chased by the University and remodeled for the 
O.T. and P.T. Department. When the physical 
plant is moved again it should be to our per- 
manent home. 

Harriet Zlatohlavek, O.T.R., joined the staff 
for full time craft teaching last year, and this 
September Mary Berteling, O.T.R., joins the 
staff as full time Clinical Training Supervisor, 
and Mildred Reynolds, O.T.R., will be assistant 
professor. 

No history of the Occupational Therapy De- 
partment at the University of Southern Cali- 
fornia is complete without an understanding of 
the close interrelationship of the Occupational 
and Physical Therapy Department. The Trojan 
Therapists News Letter, put out jointly by the 
students, and the combined anatomy and kinesi- 
ology courses are the more obvious examples of 
this interrelationship. 

We shall be happy to hold Open House for 
occupational therapists prior to and following 
our National Convention. 
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COLUMBIA UNIVERSITY 
Division of Occupational Therapy 
630 West 168 Street, New York 32, N. Y. 
MARJORIE FisH, O.T.R. 

Director of Training Courses 

This will be a brief account of how a “new 
school” gets under way, for we still consider that 
our school is new having just completed the 
sixth year devoted to training of occupational 
therapists. 

In August, 1941, as the war clouds were dark- 
ening, the Trustees of Columbia University 
decided to initiate a professional program 


Knowing how to use a micrometer is essential in a 
machine shop. 

In this instance, the Occupational Therapist is 
being shown the proper method of holding a 
micrometer for taking measurements of a bolt. 


within the University, following the encourage- 
ment of a number of interested persons in New 
York City. Our pioneer class of thirteen stu- 
dents started their studies in University Exten- 
sion, following the policy of the University to 
place new and specialized programs in the Ex- 
tension Division. We were given flexibility as 
well as availability of all the facilities of the 
University in its many Departments and Divi- 
sions. Our contacts became well established 
in Teachers College through the Depart- 
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ments of Health and Physical Education, Fine 
and Industrial Arts, Nursing Education, and into 
the College of Physicians and Surgeons through 
the Departments of Anatomy, Psychiatry and 
Neurology, Medicine and Surgery. 

For four years we grew in student numbers 
and curriculum content until 1945 when the 
University considered the program to be sub- 
stantial enough to transfer us from temporary 
residence in Extension to permanent residence 
in the College of Physicians and Surgeons, 
which is the Medical School of Columbia Uni- 
versity. Here, we welcomed the leadership of 
Dean Willard C. Rappleye and Dr. William 
Benham Snow, Director of Physical and Occu- 
pational Therapy, Medical Center. 


Today, seventy-four students are enrolled, 
coming to us from twenty different states and 
Puerto Rico. Our enrollment will remain prac- 
tically the same each year, unless there is con- 
siderable expansion in physical plant. We 
limit our incoming group each year to thirty- 
five, of which approximately fifteen are candi- 
dates for the B.S. degree in Occupational Ther- 
apy awarded by the Faculty of Medicine (2 
yrs. of college required), and approximately 
twenty enter our Certificate program (A.B. or 
B.S. degree required or a background in pro- 
fessional related fields, including public health 
and orthopedic nursing). 


During 1945-46, Columbia was one of seven 
accredited Schools of Occupational Therapy 
which offered the twelve-month War Emer- 
gency Course at the request of the War Depart- 
ment to prepare Army personnel. We carried 
two units, from which fifty-six students were 
graduated. 


We have been fortunate in having numbers 
enough to warrant the establishment of classes 
especially for our own students, so that instruc- 
tors and faculty can extend cooperation 
in gearing course material to our particular 
needs.. Our curriculum follows the require- 
ments of the Council on Medical Education and 
Hospitals of the American Medical Association, 
by which we were accredited in July, 1943. One 
of our newer courses is offered in cooperation 
with the New York City Board of Education, 
whereby there have been made available to us 
the workshops of one of their fine Trade 
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Schools. Here, students receive training in ma- 
chine shop, sheet metal, and radio repair and 
assembly work. This course was introduced 
two years ago in line with the pre-technical 
training program developed in the Army Con- 
valescent Centers. We consider that there re- 
mains a distinct need in the civilian hospital 
field to warrant the continuance of such in- 
struction. 

Too, we have been interested in the develop- 
ment of the professional program for the course 
in Physical Therapy, the establishment of :which 
followed ours by one year. A number of basic 
courses are given to both groups of students. 
Among these are: Anatomy and Physiology, 
Pathology, Kinesiology, Neurology and Psychia- 
try, Therapeutic Exercise, etc. All medical 
subjects are conducted by faculty members of 
the Medical School. 

With our transfer into the Medical School, 
located in the Columbia-Presbyterian Medical 
Center, we have worked hard to bring about 
a Closer correlation between the clinical and the 
theoretical aspects of teaching. This has meant 
the development of several courses under Prin- 
ciples and Practice, in which the demonstration 
and return demonstration method is used, en- 
abling students to work with materials and 
equipment and on one another as subjects in 
application of theory before actual experience 
with patients. Further, close correlation with 
the Occupational Therapy Department in the 
hospitals of the Medical Center, under the very 
able Directorship of Mrs. Elizabeth Jameson, 
O.T.R., enables students in their first year of 
professional studies to be scheduled for staff 
conferences and rounds. Staff therapists pre- 
sent correlation lectures on the application of 
occupational therapy, in conjunction with the 
medical courses. 

One of the special activities available to stu- 
dents is the visual education program of 
monthly movies, embracing physical therapy 
and occupational therapy techniques, physical 
restoration and vocational aspects of rehabili- 
tation. 

It has been interesting to develop our clini- 
cal affiliations in teaching hospitals. The ma- 
jority of our Centers are located in the local and 
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state area, but several reach into New England 
and the South. The Hospital Directors Coun- 
cil, comprised of the Chief Occupational Thera- 
pists of hospitals in which students affiliate, af- 
fords an opportunity for discussion of mutual 
problems relating to training. Joint Council 
meetings appear valuable because of the increas- 
ing number of hospitals accepting students from 
a number of different schools. Last month, we 
held such a meeting composed of the Councils 
of the six Occupational Therapy Schools along 
the Atlantic seaboard. 


Radio 
utilize Occupational Therapy. 


repair offers numerous opportunities to 
Here, the Occupational Therapist is being shown 
how to drill holes in the chassis in which the radio 


tubes are inserted, 


We are proud of our 157 alumni who as stu- 
dents came from twenty-seven states and as 
graduates are contributing services in twenty- 
five states, Germany and Puerto Rico. 

Our Columbia Occupational Therapy Alumni 
Association is the newest development and dates 
its birth as of June of this year. Alumni activi- 
ties are being planned and our alumni group 
has been invited to become a unit of the Alumni 
Federation of Columbia University. 
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ACCREDITED SCHOOLS OF OCCUPATIONAL THERAPY 


and those with Accreditation Pending 


School (and Depar:ment) 


Boston School of Occupational Therapy 
Affiliated with Tufts University 


Columbia University 
College of Physicians & Surgeons 


*Iowa, State University of 
College of Medicine 


Illinois, University of 
College of Medicine 


Kalamazoo School of Occupational Therapy 
of Western Michigan College of Education 


Kansas, University of 
Michigan State Normal College 


Mills College 
Milwaukee-Downer College 


*Minnesota, University of 
School of Medicine 


Mount Mary College 


New Hampshire, University of 
College of Liberal Arts 


New York University 
School of Education 


Ohio State University 
College of Education 


Philadelphia School of Occupational Therapy 
Affiliated with University of Pennsylvania— 
School of Education 


Puget Sound, College of 
Saint Catherine, College of 
San Jose State College 


Southern California, University of 
College of Letters, Arts and Sciences 


Texas State College for Women 
Department of Art 


Toronto, University of 
Department of University Extension 
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Address of School 


7 Harcourt Street 
Boston 16, Mass. 


630 West 168th Street 
New York 32, N. Y. 


Div. of Physical Medicine 
Iowa City, Iowa 


1853 West Polk Street 
Chicago 12, Ill. 


Kalamazoo 45, Mich. 


School of O.T. 
Lawrence, Kan. 


Ypsilanti, Mich. 


Oakland 13, Calif. 


2512 East Hartford Ave. 
Milwaukee, Wis. 


Minneapolis, Minn. 
Milwaukee 13, Wis. 
Durham, N. H. 
Washington Square 
New York 3, N. Y. 
105 Arps Hall 


Columbus’ 10, Ohio 


419 South 19th Street 
Philadelphia 46, Pa. 


N. 15th and Warner St. 
Tacoma 6, Wash. 
St. Paul 1, Minn. 


San Jose 14, Calif. 


Box 274 
Los Angeles 7, Calif. 


Denton, Texas 


Toronto, Canada 


Director 


Mrs. John A. Greene, President 


Miss Marjorie Fish, O.T.R., Director 
of Training Courses in O.T. 


Miss Marguerite McDonald, O.T.R., 
Occupational Therapy Supervisor 


Miss Beatrice D. Wade, O.T.R., 
Director, Department of O.T. 


Miss Marien R. Spear, O.T.R., 
Director of O.T. 


Miss Nancie B. Greenman, O.T.R. 
Director of O.T. 


Miss Gladys Tmey, O.T.R., Super- 
vising Director of O.T. 


Mrs. Elsa H. Hill, O.T.R., Director 
of O.T. 


Prof. Henrietta McNary, B.S., 
O.T.R., Director of O.T. 


Miss Borghild Hansen, O.T.R., 
Director of O.T. 


Sister Mary Arthur, O.T.R., Asso- 
ciate Professor, Director of O.T. 


Miss Doris F. Wilkins, O.T.R., 
Supervisor of O.T. Curriculum 


Miss Frieda J. Behlen, O.T.R., M.A., 
Director of O.T. Curriculum 


Miss Martha E. Jackson, O.T.R., 
Associate Professor, Chairman, 
O.T. Department 


Miss Helen S. Willard, O.T.R., 
Director 


Miss Edna-Ellen Bell, O.T.R., Di- 
rector of O.T. and Rehabilitation 


Sister Jeanne Marie, O.T.R., 
Director of O.T. 


Miss Mary Booth, O.T.R., Asst. 
Prof. in O.T. 


Prof. Margaret S. Rood, O.T.R., 
Head, Department of O.T. 


Mrs. Fanny B. Vanderkooi, O.T.R., 
Associate Professor, Supervisor of 


Miss Helen D. LeVesconte, O.T.R., 
Supervisor, Course in O.T. 
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ACCREDITED SCHOOLS OF OCCUPATIONAL THERAPY 


Washington University School of Medicine 


*Wayne University 
College of Liberal Arts and College of 
Education 


William and Mary, College of 
Richmond Professional Institute 


Wisconsin, University of 
School of Medicine 


*Schools with Accreditation Pending. 


SPECIAL GROUPS 
U. S. PUBLIC HEALTH 
Editor, A. William Reggio, M.D. 


This Division Editor would like to hear from 
any occupational therapist with experience in or 
knowledge of the application of occupational 
therapy in cases of ulnar nerve lesions in Han- 
sen’s disease. 

These lesions of the peripheral nerves are very 
common in this disease affecting approximately 
some 50% of the patients to a greater or lesser 
degree. In the case of the blind or those af- 
fected with ocular manifestations the involve- 
ment of ulnar nerves is probably 100%. 


The literature has a number of references to 
the general use of occupational and physical 
therapy for patients with this disease but there 
is very little information available that treats 
specifically of their use in the ulnar nerve 
lesions. 

At Carville, Louisiana, is the U. S. Public 
Health Service Marine Hospital with some 400 
patients with Hansen's disease where a study 
will shortly commence to evaluate the pros and 
cons of the two therapies in this particular phase 
of the disease — namely the cases with ulnar 
nerve involvement. 


It will be greatly appreciated if anyone hav- 
ing concrete information on this subject would 
communicate with the Division Editor, Dr. 
William Reggio, Director Physical Medicine 
and Rehabilitation, U. S. Public Health Service, 
Washington 25, D. C. 
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4567 Scott Avenue 
St. Louis 10, Mo. 


Detroit 1, Mich. 


901 W. Franklin Street 
Richmond 20, Va. 


1300 University Avenue 
Madison 6, Wis. 


Prof. Sue P. Hurt, O.T.R., Direc- 
tor, Department of O.T. 


Miss Barbara Jewett, O.T.R., Asst. 
Professor, Director of O.T. 


Miss Helen Freas, O.T.R., Asst. 
Professor, Acting Director of 
O.T. Training 


Miss Caroline Goss Thompson, 
O.T.R., Asst. Professor, Director 
of O.T. 


This is a palm tree-framed view of AOTA con- 


vention headquarters, the Hotel del Coronado at 
Coronado, Calif., across the bay from San Diego. 
Several notices concerning the Convention appear 
in this issue, and the October Journal will carry 
full program details. 


If you have not already done so, clip out the hotel 
reservation blank which is printed on page 240 
of this issue, fill ic out and mail according to di- 


rections, 


Every O. T. will find something to interest her 
in the Convention which officially runs from No- 
vember 2-7. Make your plans now to share the 
fun, fellowship and the fine program which has 


been arranged. 
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SPECIAL NOTICES 


EVENTS CALENDAR 


SEPTEMBER 2-6, 1947 


American Congress of Physical Medicine, 25th 
Annual Session, Hotel Radisson, Minneapo- 
lis. 


SEPTEMBER 7-12, 1947 


American Association of Medical Record Libra- 
rians, Hotel Commodore, New York City. 


SEPTEMBER 8-12, 1947 


National League of Nursing Education, An- 
nual Convention, Olympic Hotel, Seattle, 
Washington. 


NOVEMBER 2-7, 1947 


American Occupational Therapy Association, 
Annual Convention, Hotel Del Coronado, 
Coronado, California. 


SPECIAL NOTICES 


SCHOOLS ACCREDITED 
Word has been received that the American 
Medical Association, at its meeting of the 
Council on Education and Hospitals at Atlantic 
City, voted to extend its final approval to the 
following schools of occupational therapy: 
College of Puget Sound 
College of St. Catherine 
Texas State College for Women 
University of Wisconsin Medical School 
The departments of the College of St. Cath- 
erine and the University of Wisconsin have 
been recommended for accrediting by the 
A.O.T.A. The approval voted for the College 
of Puget Sound and the Texas State College for 
Women is pending an inspection visit. 


CONTRIBUTIONS TO A-JOT 


Manuscripts for articles and special divisions should be 
typewritten double-spaced. Footnotes and bibliographies 
should be presented in this order: name of author, article 
title, name of periodical with volume, page, and month. 
Drawings should be clear, distinct, finished, and done in 
black on white. Photographs should be clear and distinct. 
Above should be sent to Editor, American Journal of 
Occupational Therapy, Garden Suite, 64 Commonwealth 
Avenue, Boston 16. 
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SCHOLARSHIP 


Occupational therapists are eligible for schol- 
arships offering graduate study of the cerebral 
palsied under a scholarship program which rep- 
resents the joint efforts of the National Society 
for Crippled Children and Adults, Chicago, and 
Alpha Chi Omega, national women’s fraternity. 

The fraternity voted to give $5,000 yearly to 
the Cerebral Palsy Division of the National So- 
ciety for graduate scholarships to be given to 
occupational, speech and physical therapists, 
special education teachers, and physicians. The 
allotment will cover maintenance and tuition 
for study at a recognized training center for a 
minimum of three months. 


Recipients of the scholarships will be selected 
by the National Society's cerebral palsy medical 
advisory committee, and the Cerebral Palsy 
Division, of which Elizabeth Martin Wagner, 
O.T.R., is a staff member. Mrs. Ivan L. Willis, 
Flossmoor, Ill., will represent Alpha Chi Omega 
on the board. 

Authorities on the medical advisory council 
include Winthrop M. Phelps, M.D., Baltimore, 
Md.; Earl R. Carlson, M.D., Pompano, Fla.; 
Bronson Crothers, M.D., Boston, Mass.; George 
G. Deaver, M.D., New York, N. Y.; Temple 
Fay, M.D., Philadelphia Pa.; Meyer A. Perlstein, 
M.D., Chicago, Ill. 


Reprints of the goniometer illustrated in this 
issue for student practice may be obtained from 
the Editorial Office of the Journal, Garden 
Suite, 64 Commonwealth Avenue, Boston 16, 
Mass. ($.15) 


Metal goniometers are obtainable for $12.00 
a pair from Mr. John L. Polzer, 4739 North 
19th Street, Milwaukee, Wisconsin. 


DO YOU KNOW THAT— 


The Indiana Society for Crippled Children has extended 
a scholarship for O.T. training to one girl and is about 
to repeat it. The one recently graduated will also 
receive specialized training in Cerebral Palsy work. It 
certainly indicates a sincere interest in our profession when 
such organizations see to it that people are given an 


opportunity to receive training. 
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DO YOU KNOW THAT 


FROM THE EDUCATIONAL OFFICE 


As I leave the Education Office I should 
like to express my appreciation to the field in 
general for the active interest and support 
given the Educational Research Program. It 
has not been possible to acknowledge indi- 
vidually each response to our many requests, 
hence this wholesale, but no less sincere 
“thank you.” It is hoped that the Educa- 
tional Research Program can go on to bigger 
and better things, and that the whole field 
may soon benefit therefrom. I should like to 
join you in wishing the best for Wilma West 
as she takes over in the Education Office. 

Sue Hurt, O.T.R. 


Educational Field Secretary, Retiring 


CIVIL SERVICE EXAM 


The U. S. Civil Service Commission has an- 
nounced an examination for filling Occupational 
Therapist positions at $2,644 to $4,902 a year, 
in Veterans Administration Hospitals and Re- 
gional and Branch Offices throughout the 
United States. One position at $5,905 a year, 
located in the central office of the Veterans Ad- 
ministration in Washington, D. C., will also be 
filled from this examination. 


Competitors for these positions will not be 
required to take a written examination. To 
qualify, applicants must be graduates of ap- 
proved schools of occupational therapy. In 
addition, applicants for positions paying $3,397 
and above must have had professional experi- 
ence in administering occupational therapy. 
For positions paying $4,149 and above, this ex- 
perience must have included some supervisory 
work. 


Applications must be filed not later than Au- 
gust 12, 1947, with the Board of U. S. Civil 
Service Examiners, at the appropriate Veterans 
Administration Branch Office. See the an- 
nouncement for the address of the Branch Office 
serving the area in which you live. Further in- 
formation and application forms may be secured 
at first- and second-class post offices, from Civil 
Service Regional Offices, or from the U. S. 
Civil Service Commission, Washington 25, 
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Do You Know That.... 


CONVENTION HI-LIGHT 

Dr. Ernest E. Bors, Chief of the Paraplegic 
service, Birmingham Generai Veterans Admin- 
istration Hospital, Van Nuys, California, is a 
noted specialist in Urology, having gained much 
recognition both in Europe and in the United 
States. In the Army and Veterans Administra- 
tion, he has made intensive studies of the many 
problems of Paraplegia. Paralyzed veterans of 
America have expressed their appreciation by 
awarding him a special plaque in recognition 
of his outstanding service. 

His topic will be “Psychological Problems of 
the Paraplegic Patient” at the morning session. 
November 4 at your National Convention. 


TALENT SALE FOR 
SCHOLARSHIP FUND 


During the month of April the Wisconsin 
Occupational Therapy Association sponsored a 
Talent Sale at which time handmade articles 
donated by O. T.’s were offered for sale. One 
hundred and fifty dollars was made and of 
this, a hundred was donated to Mount Mary 
College toward their scholarship fund. R. B. 


NATIONAL COUNCIL 
ON REHABILITATION 


The election of Dr. Kessler as President of 
the National Council on Rehabilitation, 1790 
Broadway, New York City, has just been an- 
nounced. Other officers are Miss Hazel E. Fur- 
scott of San Francisco, as First Vice President; 
Miss Evelyn C. McKay, as Second Vice Presi- 
dent; and Holland Hudson, as Secetary-Treas- 
urer, for the fourth year. 

Dr. Kessler’s work at the Mare Island Naval 
Hospital during World War II, where he was 
Chief of Orthopedics, of Rehabilitation, and 
of the Amputation Service, has been widely 
publicized. His “cineplastic amputation” tech- 
nique is unique in the field of surgery. At 
present, Dr. Kessler is Consultant in Orthope- 
dics and Prosthesis Services to the Federal Office 
of Vocational Rehabilitation, Washington, 
D. C., a member of the New Jersey State Re- 
habilitation Commission, and Attending Ortho- 
pedic Surgeon at the Hospital and Home for 
Crippled Children in Newark, N. J. 
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DO YOU KNOW THAT 


25TH ANNIVERSARY 

The Minnesota Occupational Therapy Asso- 
ciation is celebrating its twenty-fifth anniver- 
sary this year. The association was organized 
in April, 1922, and had as its first president, 
Dr. Ernest Mariette, Superintendent of Glen 
Lake Sanatorium, Oak Terrace, Minnesota. 
Several charter members were present at a Sil- 
ver Jubilee luncheon held on May 17, at the 
Radisson Hotel in Minneapolis. This event 
also was the Annual Spring Meeting held with 
the Minnesota Hospital Association. 

A radio program to celebrate the anniversary 
was broadcast over the CBS network on May 26. 
Darragh Aldrich, the Margaret McBride of 
WCCO, informed listeners about the anniver- 
sary, told them of the demands for occupational 
therapists within the State, and explained the 
educational programs of Minnesota’s two new 
schools of occupational therapy: the College of 
St. Catherine and the University of Minnesota. 

Other events are planned throughout the 
year which will be high-lighted by a window 
display on occupational therapy in one of the 
loop stores in Minneapolis. B. H. 

INDIANA SCHOLARSHIP 

The Indiana Society for Crippled Children 
has extended a scholarship for O. T. training 
to one girl and is about to repeat it. The 
one recently graduated will also receive special 
training in cerebral palsy work. It certainly 
indicates a sincere interest in our profession 
when such organizations see to it that people 
are given an opportunity to receive training. 

J.L.S. 

O.T. GREENHOUSE AT VAUGHAN 

A recent edition of the Florists Review de- 
scribed in detail the work done by Jane L. 
Downes, O.T.R., and the patients in the occu- 
pational therapy greenhouse of the Vaughan 
Veterans Hospital. This greenhouse, built by 
the Illinois State Federation of Woman’s Clubs 
was designed especially to accommodate wheel 
chair patients. Other adaptations were made 
in tools and structure in order to encourage its 
use by as many veterans as possible. Local 
florist groups have aided by donating plants 
and material and have given the work. their 
support. It has proved a useful medium for 
treatment, diversion and vocational rehabilita- 
tion. 


266 


FEDERAL-STATE VOCATIONAL 
REHABILITATION 


More than 160,000 disabled civilians have 
been prepared for and placed in paying jobs 
during the last four years through the program 
of the Federal-State Vocational Rehabilitation 
Offices. It has been estimated that more than 
half of these men and women were between 
the ages of 15 and 30, and so have many years 
of productivity ahead of them. The cost to 
the taxpayer, per rehabilitated case, was about 
$300. 


The request for occupational therapists in 
the cardiac field to write the cardiac division 
editor, Susan Barnes, O.T.R., 527 North & 
South Road, St. Louis 5, Missouri, has brought 
to light some interesting work going on in this 


field. 


Miss Doris Meissner, O. T. R., reports that 
the La Rabida Jackson Park Sanitarium, a hun- 
dred bed convalescent hospital for children up 
to 12 years, is carrying on a program of re- 
search on the rehabilitation of the child with 
rheumatic fever. Occupational therapy is a 
part of the program and we shall expect to hear 
more about this. 


Mrs. Berenda W. Abrams, O.T.R., is also 
carrying on an occupational therapy program 
for cardiac children in the Betty Bacharach 
Home, Long Port, New Jersey. They are do- 
ing economic rehabilitation with such pro- 
grams as shorthand and typing. Mrs. Abrams 
would like to hear from other occupational 
therapists carrying on cardiac research projects. 


Magazines and news letters issued by occu- 
pational departments as part of the program 
for cardiac children require a great deal of 
preparation and planning to make them worth 
while modalities. May we hear from you on 
this. Are we justified in this expenditure of 
time and energy? What concrete results have 
been noted in their use? Miss Lorena Love, 
O.T.R., Massachusetts General, Boston, Massa- 
chusetts, has edited In-Bed Club Magazine for 
a great many years and surely has something 
to say on this. 

Susan §S. Barnes, O.T.R. 
Cardiac Division Editor 
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DO YOU 


LUCY MORSE, O.T.R. 


Miss Lucy Morse, O.T.R., who was granted 
leave of absence from the Massachusetts Gen- 
eral Hospital in Boston to go to the interest- 
ingly remote-sounding “S.U.D., Kladruby u 
Vlasime, Czechoslovakia,’ has written to ex- 
plain this address and to tell about her work 
in introducing the concepts of occupational 
therapy there. She says, “The S. stands for 
State, the U. for Ustav or Institution, and the 
D. provides the bone of contention! It stands 
for Dolesova in Czech which, when translated, 
means Finishing a Treatment. The word Re- 
habilitation does not exist in Czech and the 
Ministry wanted a Czech word. Kladruby is 
so small that the institution is almost larger 
than the village. The u means Near, so we are 
near the town of Vlasime. Occupational Therapy 
is Lecba Praci or L.P.—this means Work 
Therapy.” 


Space does not permit the inclusion of the 
description of her trip across Europe, of the 
big celebration to which she was invited on the 
occasion of the unveiling of a tablet to the Lib- 
eration in the border town of Cheb, or of the 
cordial welcome offered by medical, nursing and 
social service groups. She is particularly grate- 
ful to the American Relief for Czechoslovakia 
which provided all the equipment which she 
took with her, and she speaks also of the won- 
derful understanding shown by Jan Masaryk of 
our two countries, and of the general hospitality 
toward Americans. 

Her work was conducted at first in parc of 
the gymnasium used by the Germans in con- 
nection with a work and rest camp, and she was 
lucky enough to find there some basic equip- 
ment like carpenters’ benches and even a few 
power tools. A recent letter says, “Our doctor 
here has a fine understanding of our work and 
in this we are truly lucky. There is so much to 
be done that his backing is a most welcome 
asset. We (P.J. and I) have found one other 
doctor who used to be with the Ministry of 
Health who knows rehabilitation and our two 
professions from personal experience, and we 
four stand alone for the time being. There 
are others who know about it and who will be 
fine contacts for the future especially when they 
start sending us patients. 

“The hospital is a fine building with beautiful 
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KNOW THAT 


quarters for O.T. and not quite as good for 
P.T. We are in the country which adds to the 
personnel problem that is far worse here than 
it ever was at home. As yet I have had no 
assistant and you should see me getting 20 
amputees under way! I have reached the point 
where sign language and one word is far better 
than a lot of conversation. By the middle of a 
work period the noise in the shop is a din and 
then someone starts singing. Can these Czechs 
sing! It is lovely part singing and sometimes 
there is a round or two in which I can join. 

“Needless to say, I have two copies of every- 
thing, one in Czech and one in English. Be- 
cause of the lack of personnel I write my notes 
in English, and can you see some future Czech 
student going over old records and suddenly 
coming upon a lot of English?” 

She is seeking to set up records, increase the 
patient load (now thirty men), and in every 
way possible, justify the enthusiasm with which 
the new concepts of occupational therapy have 
been greeted. 


If you have children racing their trucks 
around the ward, give them drivers’ licenses 
and tell them the rules of the road. If they 
continue to disobey the rules after warnings, 
revoke their licenses. This system has worked 
very well in our hospital and the children like 
to have license plates on their gocarts. J.M. 


Did you know that before the days of Marco Polo 
medical artists used a beautiful blue in their paintings? 
They called it ‘‘ultra-marine” as it came from “beyond 
the seas” from far distant Asia. The blue was made by 
grinding up bits of lapis lazuli, a semi-precious stone 
which came from Siberia, Persia, Tibet, and China. 

N. Arola 


Did you know that plastics are often thought of as 
a modern discovery, but the industry really owes its 
existence to the Civil War and to billiard balls? After 
the Civil War there was an acute shortage of ivory 
billiard balls. A young printer by the name of Hyatt 
experimented with bits of ground wood, paper, and rags 
mixed with shellac or glue which he formed into balls. 
Needing a more powerful binder, his experiments led 
him to the discovery of celluloid in 1868, the first plastic 
made. 


N. Arola 
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GONIOMETERS 


FOR HINGE 
WITH PAPER CLIP: 1. SNIP OFF INSIDE LOOP 2. PINCH TO- 
GETHER WITH PLIERS TO MAKE NECK. INSERT TO NECK IN 
OPENINGS FOR HINGE. 3. BEND LEGS TO RIGHT ANGLES. 


WITH FINE HAIRPIN: WIND WIRE AROUND STEEL KNITTING 
NEEDLE OR CROCHET HOOK TO MAKE FOUR COMPLETE COILS. 
INSERT ONE END, TWIST UNTIL THERE ARE TWO COILS ON THE 
BACK, TWO ON THE FRONT. SNIP ENDS. FLATTEN COILS WITH PLIERS. 
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SHOP HINTS 


TEXTILE PAINTING WITH OILS 

Have you tried textile painting with oils? 
It's fascinating and simple and affords endless 
possibilities for the use of creative design and 
variety in color. The equipment does not need 
to be elaborate or expensive and most of the 
materials are ordinarily at hand in any occu- 


pational therapy department. This is how it’s 
done: 


Materials needed: 

A few tubes of DeVoe Reynolds oil paints—or 
a good grade of oils. You will need about 
four times as much white as any color. If 
you are buying them, the best colors to start 
with are the primary colors, plus a tube of 
brown, one of black and perhaps a tube of 
geranium-lake to make the rose and pink 
shades more easily. 

A can of Shedwater Lacquer—a half pint is 
plenty to start with. 

A quart of Lacquer Thinner—be sure to get 
the type which will mix with oil paints and 
not cause them to curdle. 

A large desk-size blotter—white is best, but 
any pastel shade will do. 

A few brushes—one line brush and two or 
three others. Sizes 3, 5 and 8 are good. These 
should be fairly good quality sable or camel 
hair brushes for the best results. 

A couple of empty jars—old tea cups without 
their handles are fine. 

A palette of some kind—an old plate, a piece 
of metal or a cardboard. 

Prepare the materials as follows: 

In one of the cups you will need just pure 
lacquer thinner (this is to clean your brushes 
between colors). In the other you will need 
a mixture of lacquer and lacquer thinner (two 
parts thinner to one part lacquer). 

Squeeze a small amount of each color you ex- 
pect to use onto your palette just as you would 
for oil painting. 

Lay the blotter on a flat surface (protected 
with newspapers) and place your material on it 
right side up. It is not necessary to wash and 
iron the material before painting it. 


Dip your brush into the lacquer thinner to 
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wet it, then into the mixture and from there 
onto whatever color you are starting with. 
Draw a small portion of the color out onto the 
palette and blend it there with the mixture of 
lacquer and lacquer thinner until it is the con- 
sistency of heavy cream when you apply it. The 
painting should be done with a free and easy 
stroke of the brush. Dip your brush into the 
mixture often. The material need not be 
pinned down because the paint will make it 
adhere slightly to the blotter and thus keep it 
in place. Be sure to use enough paint to pene- 
trate the material fairly well, but try not to pile 
it up. Some of the paint will go through onto 
the blotter, but this is to your advantage be- 
cause you then have your design on the blotter, 
and if you wish to use the same design on an- 
other article or another place on the same 
article, it is easy to duplicate it, especially if 
your material is thin enough to let the design 
on the blotter show through. The blotter may 
be used over and over again. 

The best designs to start with, if you are a 
beginner, are flowers. Choose the ones which 
are simple and do not need a great amount of 
shading such as daisies, pansies, forget-me-nots, 
dogwood or tulips. Two of the best sources 
of flower illustrations are seed catalogs (with 
colored pictures) and old wall paper sample 
books. If you are unable to paint your design 
free hand from memory, follow a picture, or 
sketch the outline on the blotter. It is best not 
to draw on the material itself because pencil 
marks do not always wash out easily. When 
attempting to shade leaves and petals use the 
lighter colors first, then add the darker shades, 
always avoiding piling too much of one color 
on top of another. If you accidentally drop 
some paint where you hadn't planned to, cre- 
ate a new flower; add a leaf or two, and ten 
chances to one your project will be improved! 

Each time you finish with one color, wash 
your brush out thoroughly in the lacquer thin- 
ner and wipe it on a clean cloth. The paint 
will come out of the brush very easily and the 
brush may be used immediately for the next 
color. 

When you use this type of textile painting, 
your projects will dry very quickly—!2 hour to 
1 hour, depending on the weight of the mate- 
rials and the amount of paint used—and they 
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do not need to be set with vinegar, a hot iron, 
or any other device! Just let them dry thor- 
oughly before they are used. These articles will 
also withstand ordinary hand laundering very 
well. The colors may wash out slightly at first, 
but if you use a mild soap and warm water 
they will stay bright and attractive indefinitely 
and will not streak or fade into the unpainted 
parts of the article. 
Angeline Howard, O.T.R. 


For a quick polish on plastic edges, work the 
edge down fairly smooth. Apply acetic acid 
(99%) and polish on buffing wheel with fine 
grease bound compound. This method is good 
if a project needs to be completed quickly. 

S.L.G. 


There have been several requests from read- 
ers to know the source of supply for Bubbletex. 
Naida Ackley, who, in an earlier issue recom- 
mended this material for filling soft toys, says 
it may be obtained from Magnus Brush and 
Craft Materials, 108 Franklin Street, N. Y. 13. 


If files become clogged with metal particles 
it is sometimes helpful to press a strip of ad- 
hesive tape onto the surface. When the tape 
is removed the particles come away with it. 

J.M. 


Very striking luncheon mats can be made 
from thin sheets of plastic by painting on a 
design with oil of a medium consistency. Paint 
which is too thick will never dry; if too thin 
it will run on the smooth surface. The design 
can be clipped underneath so the patient may 
work from the original with the coloring and 
shading right before him. A coat of thin var- 
nish covers the entire surface after the paint 
is dry. Another suggestion is to paint the 
surface so it will be colored. R.S. 


An old-timer at buffing taught us that rusty 
tools could be made bright and shiny by using 
a buffing machine and rouge. J.LS. 


The backing sheet from mimeograph stencils 
can be used in place of regular stencil paper 
for doing textile work. J.LS. 
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A report on the occupational therapy con- 
ference plan which we used at the U. S. Naval 
Hospital, St. Albans, might be of some help to 
other therapists. 


We developed a weekly conference planned 
for the O. T. staff and students. Since we 
served chiefly the orthopedic, plastic, and neuro 
surgery services, we limited our conferences to 
those patients. It was held for an hour, from 
our opening time, every Friday morning. All 
staff O. T.’s, qualified Wave and corpsmen as- 
sistants, and students attended. Staff medical 
officers and chiefs of services were periodically 
invited to attend. They rarely came, however, 
with the exception of the chief of physical 
medicine. 


At the conference, each student presented a 
patient with whom she had been working, giv- 
ing the patient’s history, a résume of physical 
therapy treatment and physical education pro- 
gram, and the history of O. T. treatment. The 
patient demonstrated his use of the part being 
treated, the position during treatment, and ex- 
pressed his own reaction to the O. T. treat- 
rent and his general progress. Gradation and 
changes of treatment were discussed and often 
future vocational plans for the patient. Critical 
comments concerning the treatment and the 
students’ presentations were never made until 
the latter part of the conference hour, when the 
patients had left. Staff O. T.’s occasionally 
presented patients in the same way. The di- 
rector used ‘the conference for discussion of 
treatment, where the staff in general seemed to 
need review or further instruction, for intro- 
duction of new procedures or new forms to be 
used, and for reports on medical staff confer- 
ences or new types of medical and surgical 
treatment used in the hospital. 


The conference plan had many advantages. 
It served as a discussion hour for treatment 
problems and as a means of standardizing 
treatment in the department. The students 
learned to present cases objectively and with 
self assurance, while benefitting from the con- 
structive criticism of the whole staff, rather 
than only the director. Staff therapists, we 
discovered, learned from the students and from 
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each other. Finally, it kept the entire staff, 

including the director, on its toes concerning 

treatment and the individual needs of patients. 
HARRIET J. TIEBEL, O.T.R. 


Some of the questions which should be con- 
sidered by O.T.’s who give treatments to home- 
bound children are: 

What corner of the house can be best made 
into a temporary O.T. shop? 

Can we adapt any of the furniture as part of 
the treatment equipment? 

What sort of mother-child relationship is 
there, and does the presence of the mother 
during treatment help or hinder? 

Are there social or financial needs that could 
be helped through tactful suggestions as to the 
proper agency? 

With these in mind, the O.T. can become a 
social agent in her own right. 

Clara Levine, O.T.R. 


BOOK REVIEWS 


Nurse-patient Relations in Psychiatry, HELENA WILLis 
RENDER, R.N. McGraw-Hill Book Company, Inc., 
1947. 346 pages, $3.00. 

Drawing on profound experience in the field of nurse- 
patient relationships, advice is propounded in this book 
which has equally sound implications for therapist- 
patient situations in other fields. Methods of accomplish- 
ing a perfect standard of human understanding and pro- 
fessional obligation in the hourly care of the mentally ill 
patient are submitted to the reader in a practical and 
convincing manner. 

An incentive for the student and a refreshing outlook 
for the graduate technician are found in philosophical 
precepts relating to the attitude and judgment of the 
nurse toward a psychotic person. To quote a passage, 
“In all patient-nurse relationships you inject an in- 
escapable influence. This influence is for good when 
you are a mature, generous, humble, understanding in- 
dividual with a stable and wholesome underlying per- 
sonality structure and a personal quality that rises above 
irritation, resentment, pettiness, and a narrow point of 
view.” 

The reader is advised, wisely, how to use psychological 
principles when changing situations confront her as 
she deals with various mental disorders, e.g, “If the 
patient-nurse relationship is successful from an emo- 
tional point of view, you will be subordinate to the 
patient some of the time. You are dominant in anything 
that pertains to physicians’ orders. You maintain a 
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dominance through skill, flawless serenity, personal in- 
tegrity, dependability. However, much of psychiatric 
nursing consists in dealing with situations that relate 
wholly to human intercourse, and these situations are 
governed by cooperation and reciprocity. Some of the 
time the patient’s opinions should triumph. In patient- 
nurse competitive-game situations, the subordinate place 
you hold when you lose is fair and wholesome. To be 
effective, manage to leave the patient at a time when 
emotionally he is dominant; that is, when he is the 
center of interest. This increases a feeling of importance 
and pleasure in your company—strengthens rapport, 
lessens negative reactions, stimulates wholesome reactions.” 

The author’s explanation of the use of occupational 
therapy in a large psychiatric hospital is clearly and 
broadly stated, covering closely supervised handwork as 
well as activities in the industrial services. The list of 
ward activities does not adequately stress the clever work 
that is done by patients, even in the disturbed units, 
but tends to favor the simple-response activities. This 
is 2 common conception too generally held. The occu- 
pational therapist familiar with a wide range of thera- 
peutic occupations will discover unusual skill and ability 
among many disintegrated or deteriorated individuals. 

Another point for questioning is the author’s state- 
ment that, “A calm, sedative occupation, such as 
simple weaving, is ordered for an overactive patient.” 
The overactive patient must have action as long as the 
“activity impulse” is going at accelerated speed. This 
is controlled and guided by broad motion, repetition, 
prolonged duration, and lack of intricate detail. The 
workroom atmosphere should be calm, and, if necessary, 
the patient should temporarily work away from the 
group for effective sedation. 

There are nine excellent chapters devoted to the 
meaning and objectives of nursing; observing, recording, 
understanding, and modifying behavior; remedial ap- 
proach; primary personality disorders; special problems, 
rehabilitation; secondary personality changes; and the 
use of art, literature, and music. Each chapter is fol- 
lowed by an extensive list of references. At the close of 
the book there is a splendid outline for a book review, 
and the author has used Flaubert’s “Madame Bovary” 
for instruction. A glossary of terms, a list of composi- 
tions for the piano, and a list of visual aids are valuable 
supplementary material in the appendix. B.J.P. 


Directory of Agencies and Organizations Concerned with 
Rehabilitation and Services to the Handicapped. Com- 
piled by Howarp A. Rusk, M.D., and Eucene J. 
Taytor. Published by the New York Times, 1947. 
133 pages. Price ten cents, 

Provides very adequate information regarding services 
conducted by national and state agencies for handicapped 
people, mental and physical, veterans and civilians. 


B.J.P. 
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The Rehabilitation of Speech. A textbook of Diagnostic 
and Correctives. By Robert West, Ph.D., Lou Ken- 
NEDY, Ph.D., ANNa Carr, M.A. Harper and Brothers, 
1937, 475 pages, $4.0. 

Modern treatment of the handicapped demands an 
increasing knowledge of each patient as an individual. 
This necessitates an intelligent awareness of many con- 
ditions and one of the most important of these is 
Defective Speech. We cannot expect a case to develop 
a well rounded personality unless he is able to talk so 
that he may be clearly understood. This comprehensive 
study of the subject will help us to know how to work 
more closely with speech clinicians or will point the 
way as to how to make proper referrals to specialists. 

Speech Disorders do not readily group themselves into 
classes convenient for study and the authors have chosen 
to divide them into five main subdivisions which in 
turn are separated into chapters. 

Part I — Diagnostic Procedures — This includes a de- 
scription of the neuro-physiological mechanism for speech, 
supplemented by anatomical drawings. Aids student in 
sorting out speech difficulties caused by anatomical or 
physiological defects from those with etiologies which 
fall in the field of abnormal psychology. 

Part Il — Remedial Procedures for Older Children and 
Adults—Discusses Articulatory Defects, Indistinct Speech, 
Stuttering Spastic Speech, Rhinolalia, Oral Deformities, 
etc. 

Part Il] — Remedial Procedures for Children — Dis- 

cusses Sound Substitutions and other defects. 

Part IV — Foreign Language Influence. 

Part V—Speech Reading. . 

The appendices contain actual case histories, instruc- 
tions for examination of the physical organs of speech, 
tests for hearing, tests for articulation, height and weight 
tables, material on normal dentition and an outline of 
a speech correction training course given in a state 
teachers college. A good glossary of the unfamiliar words 
proves useful and a bibliography of over fifty books on 
speech defects and therapeutic techniques provides in- 
centive for further study. 


Florence Magilton 


"Hear Ye! Hear Ye!” or “So You Have a Hearing Aid,” 
a 26-page book by Grorce J. StuBEeR, may be ob- 
tained for 50 cents by writing the author at 1915 
State St., LaCrosse, Wisconsin. 

One getting a Hearing Aid for the first time thinks 
of it as a bunch of tubes, wires, and batteries. However, 


it is a necessary nuisance in order to hear people. When 
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the wearer realizes the immense help an Aid is, its 
abilities and limitations, he appreciates the Aid much 
more. His Hearing Problem is a serious thing to the 
author of this book, but he also tries to look at the 
funny side of the situation. That is why he wrote the 
book. His first drawings were previously published in 
“Hearing Aid Life at Borden General Hospital,” and 
many cartoons dealt with immediate hospital situations. 
This new book is published for the person with a 
Hearing Loss, wherever he may be, with the hope that 
it may bring a smile or two on a subject we are all 
familiar with. Every occupational therapist encounters 
some people with Hearing losses. This book helps both 
occupational therapists and patients gain a sense of humor 
about deafness. G.E.K. 


Medical Addenda. Related Essays on Medicine and the 
Changing Order. Studies of the New York Academy 
of Medicine Committee on Medicine and the Chang- 
ing Order. Commonwealth Fund, 1947. 
$1.75. 


156 pages, 


“The Doctor Himself” by James Alexander Miller, 
M.D., “Psychosomatic Medicine” by Louis Hamman, 
M.D., “Medical Social Work” by Mary Antoinette Can- 
non and Harriett M. Bartlett, “Psychiatric Social Work” 
by Winifred W. Arrington, “Rehabilitation and Con- 
valescence” by Howard A. Rusk, M.D., and “‘Chronic 
Diseases” by Ernst P. Boas, M.D., are the monographs 
in this book. They present material for a better under- 
standing of the achievements and inadequacies of the 
current medical situation. 

“The Doctor Himself” is of great interest to those 
whose work deals with personalities. The author states 
that without the higher understanding for other human 
beings which comes with the development of character 
and personality, those who practice medicine fall far 
short of becoming true physicians. “What is spoken of 
as a ‘Clinical Picture’ is not just a photograph of a man 
sick in bed; it is an impressionistic painting of the 
patient surrounded by his home, his work, his relations, 


his friends, his joys, sorrows, hopes and fears.” 


The importance of applying to every branch of medi- 
cal practice the benefits of psychosomatic medicine is 
stressed by Dr. Hamman in his essay. Today not only the 
laity express a lively interest in psychosomatic medicine, 
but also the medical schools; and the necessity for 
teaching its principles properly in these institutions is 
becoming more and more demanding in order that the 
patient be studied as a psychobiological unit. K.G. 
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IMPROVE YOUR HAND WEAVING RESULTS 
WITH THIS PRACTICAL GUIDE 


Every Hand Weaver Needs A WEAVERS’ NOTEBOOK 


b 


WEAVER'S 
ROTEBOOK 


Price... $3 00 Postpaid with check or money order 
% 


Material Included in the Illustrated 
10” x 13” Notebook 


. Weaving Techniques. 


. Warping the Hand Loom, 
by Howard C. Ford. 

. Drawing in and Tying in the Hand 
Loom. 


. Yarn Chart for Selection of Proper 
Materials by Osma Gallinger. 


5. Six Blank Draft Sheets 10” x 13” 


These thirty pages of information start 
your notebook. Additional valuable 
material will be sent free to purchas- 
ers of the Weavers’ Notebook from 
time to time by the Lily Mills. 


> N= 


HOW YOU CAN MAKE YOUR OWN 
HAND WEAVING EQUIPMENT 


A complete set of working drawings 
and directions to show you how to 
make a loom, and all other equipment 
for warping, beaming and winding. 
Clear, careful directions prepared by 
an instructor in handcrafts and weav- 
ing. Printed on 10” x 13” sheets— 
punched to fit Weavers’ Notebook. 
$3.50 for notebook including these 
directions; 50c for directions alone. 
Postpaid with check or money order. 


LILY MILLS COMPANY, Dept. N, Shelby, N. C. 


Makers of a complete line of yarns for hand weavers 
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TEMPERA 


Some art mediums, such as oil, are diffi- 
cult to use. They are a challenge, and 
true satisfaction must wait upon accom- 
plishment. But Artista Tempera flows so 
smoothly and evenly, colors so brilliantly, 
and dries to such a velvety finish that it 
stimulates creative expression to an un- 
usually high degree. For that reason it is 
ideal for beginners, capturing and holding 
the interest as no other medium can do. 
Even for advanced students and _profes- 
sional artists, interest never lags. For them 
infinite variety is achieved through chang- 
ing brush techniques, such as using free- 
arm strokes with a loaded brush, exercising 
medium pressure for narrow lines, dabbing 
with the side of the brush or with the 
hand, and by using square tipped and flat 
tipped brushes. Artista Tempera is avail- 
able in 26 colors including gold and silver, 


in various size jars and in sets. 


BINNEY & SMITH CO., NEW YORK 
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